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Abstract 
There is increasing interest in the role of parental emotion socialisation behaviours 
(ESBs) in the prevention and treatment of early childhood conduct problems; however, the 
nature of the relation between specific ESBs and severity of conduct problems remains 
unclear, and research with clinical populations is limited. There is evidence that this relation 
may be moderated by child temperament, with research demonstrating stronger associations 
in children who are emotionally reactive. The research on callous-unemotional (CU) traits 
(e.g. lack of guilt and empathy) suggests that these temperament-related features may also 
moderate the relation between ESBs and conduct problem severity, and that CU traits may be 
directly associated with ESBs. The present study is the first to examine relations between 
these variables in a clinic-referred early-childhood sample. A sample of 87 clinic-referred 
toddlers aged 24 to 54 months was utilised. Primary caregivers completed measures of 
parental reactions to emotions, discipline practices, child temperament and conduct problems. 
Warmth and positive affect in the parent-child relationship (i.e. mutually responsive 
orientation; MRO) was coded from observed interactions in a subset of the sample (n = 55).  
Results revealed that punitive and minimising (‘unsupportive’) reactions to child emotion 
uniquely predicted conduct problem severity, independent of ineffective discipline, parental 
depression and the affective quality of the parent-child relationship. Emotional reactivity 
moderated the relation between unsupportive reactions and conduct problems, such that it 
was significant only for children high in emotional reactivity. Callous-unemotional traits 
were not associated with ESBs, and did not moderate the association between ESBs and 
conduct problem severity. Findings suggest that unsupportive reactions to emotions may be 
of specific importance in early childhood conduct problems, particularly for children with 
temperamental vulnerabilities.  
!
%!!
1 INTRODUCTION 
1.1 Overview  
The primary focus of this thesis is on factors that account for severity of conduct 
problems in the early childhood period, and the interplay between parenting practices and 
child characteristics in risk processes associated with such problems. The thesis adopts a 
developmental psychopathology perspective, combining current evidence from the clinical 
and developmental literature to examine how individual differences interact with external 
factors to predict conduct problems across development (Loeber, Burke & Pardini, 2009). 
The Introduction begins with an overview of predictive factors, including parenting 
practices and psychopathology, parent-child dynamics, and child temperament. This is 
followed by a discussion of heterogeneity amongst childhood conduct problems and the 
emerging body of literature supporting a subtyping approach based on child characteristics. 
There is a specific focus on callous-unemotional (CU) traits (e.g. lack of guilt and empathy), 
which denote a particularly severe and chronic trajectory of antisocial behaviour that appears 
to respond differently to parenting and intervention efforts. Associations between parenting 
and CU traits are discussed, and the importance of understanding parenting factors that may 
be of most relevance to children with this emotional and interpersonal profile. This is 
followed by a discussion of parenting related to the socialisation of children’s emotional 
development (emotion socialisation behaviours; ESBs), which has been linked to a range of 
child outcomes, including conduct problems, and more recently, CU traits. Literature 
regarding factors that moderate the association between parental ESBs and conduct problems 
is reviewed, with a focus on two aspects of temperament: emotional reactivity and CU traits. 
A summary of key literature is provided, followed by a description of the aims and 
hypotheses of the present study.  
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1.2 Childhood conduct problems 
Childhood conduct problems can be defined as behaviours that are disruptive, 
antisocial or potentially harmful to others, such as physical and verbal aggression, rule-
breaking, defiance and noncompliance (American Psychiatric Association, 2013; Brennan & 
Shaw, 2013). Such behaviours tend to exist on a continuum of severity, and children at the 
most severe end of the spectrum may meet diagnostic criteria for a disruptive behaviour 
disorder, such as oppositional defiant disorder (ODD) or conduct disorder (CD; APA, 2013; 
Burke, Loeber & Birmaher, 2002). Persistent conduct problems are a serious mental health 
and public policy concern (Erskine et al., 2013; Scott, Knapp, Henderson, & Maughan, 
2001), and have been linked to a range of negative outcomes for children and families, 
including social, emotional and academic difficulties (Kimonis & Frick, 2010).  
Many individuals who exhibit serious conduct problems in childhood follow a course 
of persistent antisocial behaviour that continues into adolescent and adulthood (Moffitt & 
Caspi, 2001; Moffitt, Caspi, Harrington, & Milne, 2002). They are also at greater risk of 
mental and physical health problems, involvement with the law, and difficulties with 
academic, occupational and social functioning later in life (Odgers et al., 2007; Odgers et al., 
2008). Childhood conduct problems also come at a significant financial cost to society, 
particularly due to the cost of crime, extra education services, foster and residential care, and 
a greater use of health and welfare services (Scott et al., 2001). An extensive history of 
research therefore exists on the causes and treatment of serious conduct problems (Moffitt et 
al., 2008). 
Conduct problems are prevalent in the early childhood period (i.e. 2 to 5 years), and 
are one of the most common reasons preschool-age children are referred for psychological 
treatment (Keenan & Wakschlag, 2002). Although a certain level of aggression, tantrums and 
;!!
noncompliance may be normative during this developmental period, some children exhibit 
problems that are particularly severe, and interfere significantly with social and 
developmental functioning (Keenan & Wakschlag, 2002). Indeed, emerging research has 
demonstrated that clinical levels of conduct problems can be reliably distinguished from 
normative behaviour problems in children as young as 2 years (Keenan & Wakschlag, 2004). 
Conduct problems that begin in early childhood are more likely to remain stable over time 
(Broidy et al., 2003; Odgers et al., 2008), and have been associated with higher risk of 
behavioural and educational difficulties in middle childhood, delinquency in adolescence, 
and economic, physical and mental health problems in adulthood (Broidy et al., 2003; Hill, 
2002; Kim-Cohen et al., 2009; Odgers et al., 2008). It has been argued that a life-course 
persistent pathway of conduct problems is best interrupted early in life (Moffitt et al., 2008; 
Tremblay, 2006), when the behaviours are most malleable and secondary deficits and 
impairments have not yet developed (Keenan & Wakschlag, 2002). Preschool is also a 
significant period for the development of self-regulatory skills (Tremblay et al., 2005). Thus, 
it is of great importance to understand factors that contribute to conduct problems in the 
toddler and preschool years, in order to refine strategies for prevention and early intervention. 
!
1.3 Influences on childhood conduct problems 
The literature regarding the risk factors and developmental pathways to childhood 
conduct problems is extensive. A range of biological factors have been implicated in the 
development of conduct problems, including genetic influences, abnormalities in 
neuroanatomy and neurochemistry, underarousal of the autonomic nervous system, prenatal 
and perinatal complications, and early exposure to neurotoxins (Burke et al., 2002; Hill, 
2002). A variety of developmental and cognitive factors have been identified, including a 
‘difficult’ or reactive temperament, impulsivity and behavioural disinhibition early in life. 
?!!
Executive functioning, verbal skills, academic performance, and aspects of social cognition, 
such as hostile attribution biases, have also been implicated (Burke et al., 2002; Hill, 2002). 
Psychosocial factors include socioeconomic disadvantage, peer influences, specific parenting 
practices, and family processes, such as coercive interactions, insecure attachment, marital 
discord, parental psychopathology, abuse and neglect (Burke et al., 2002; Hawes & Dadds, 
2005a; Hill, 2002; Shaw, Owens, Giovannelli, & Winslow, 2001). In addition to the study of 
specific risk factors, research has focused on the complex interactions that occur between risk 
factors across multiple domains (Burke et al., 2002). As a comprehensive review of these 
predictors and interactions is beyond the scope of this thesis, the focus will be on three of the 
key factors associated with conduct problems: parenting practices, parent-child dynamics, 
and child temperament. 
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1.3.1 Parenting practices and parent-child dynamics 
There is now considerable evidence that parenting practices are among the strongest 
predictors of early-onset conduct problems (Burke et al., 2002; Hawes & Dadds, 2005a), with 
behavioural control and monitoring featuring prominently in the research. Harsh or punitive 
discipline, including physical punishment, has been associated with aggression and conduct 
problems in children (Duncombe, Havighurst, Holland, & Frankling, 2012; Hawes & Dadds, 
2005a; Kimonis et al., 2006; Stormshack, Bierman, McMahon, & Lengua, 2000), with 
negative discipline at age 7 found to be a non-shared environmental risk factor for conduct 
problems at age 12 (Viding, Fontaine, Oliver, & Plomin, 2009). Inconsistent discipline and 
poor monitoring have also emerged as robust predictors of conduct problems (e.g. Duncombe 
et al., 2012; Stanger, Dumenci, Kamon, & Burstein, 2004). Timid discipline in childhood (a 
reluctance to use discipline strategies for fear of how the child will react) has also been 
associated with severity of ODD symptoms in adolescence (Burke, Pardini, & Loeber, 2008).  
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There is growing evidence that the supportive and affective aspects of the parent-child 
relationship are also important for predicting conduct problems. Parental support refers to 
behaviours that make the child feel comfortable, accepted and approved (Rollins & Thomas, 
1979). Negative aspects of parental support such as hostility and rejection, and positive 
behaviours such as sensitivity and warmth, have emerged as key predictors of conduct 
problems across childhood and adolescence (Knox, Burkhart, & Khuder, 2011; Hoeve et al., 
2009; Stormshack et al., 2000). A meta-analysis of 161 studies revealed that hostility, 
rejection and neglect were among the strongest predictors of delinquency in children and 
adolescence, with effect sizes comparable to that of poor monitoring and psychological 
control (Hoeve et al., 2009). Indeed, there is growing evidence that positive parenting, 
warmth and sensitivity may buffer against the development and maintenance of conduct 
problems (Gardner, Ward, Burton, & Wilson, 2003; Hill, 2002; Mesman et al., 2009; 
Pasalich, Dadds, Hawes, & Brennan, 2011). A parent-child relationship characterised by 
mutual warmth, responsiveness, cooperation and positive affect, often referred to as mutually 
responsive orientation (MRO; Kochanska, 1997b), has been linked to fewer externalising 
problems in preschoolers (Kochanska, Kim, Boldt, & Yoon, 2013). Closely related dyadic 
variables, such as positive synchrony and joint play, have also been inversely associated with 
conduct problem severity, and are thought to be particularly important in the early childhood 
years (Criss, Shaw & Ingoldsby, 2003; Gardner et al., 2003).  
There is considerable evidence that ineffective parenting behaviours are involved in 
reciprocal patterns of negative parent-child interactions, which contribute to the development 
and maintenance of conduct problems (Hill, 2002; Patterson & Yoerger, 2002). Patterson’s 
(1982) model of coercive family processes is one of the most influential models of conduct 
problems, and has formed the basis of the vast majority of behavioural interventions (Burke 
et al., 2008; McCart, Priester, Davies, & Azen, 2006). This model is based on social learning 
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theory and operant conditioning, and proposes two main processes by which conduct 
problems may develop. The first is parental modelling of antisocial and aggressive behaviour. 
The second is a process whereby parents and children engage in mutual escalation and fall 
into ‘reinforcement traps’, which can operate in a number of ways. For instance, parents may 
respond to child misbehaviour using a hostile or ineffective discipline tactic (e.g. shouting or 
making an intrusive request), the child responds by escalating the behaviour, and mutual 
escalation occurs until the parent withdraws, thus reinforcing the child’s behaviour (Hill, 
2002; Hawes, Price, & Dadds., 2014; Hawes & Dadds, 2005a). This process increases the 
frequency and intensity of the child’s aversive behaviour over time, thus limiting 
opportunities to reinforce desirable behaviour. Alternatively, parental hostility may be 
reinforced by shifts in the child’s behaviour, which also maintains these coercive processes 
(Knox et al., 2011; Patterson, Reid, & Dishion, 1992).  
The role of ineffective parenting and coercive processes in childhood conduct 
problems is further illustrated by the effectiveness of parenting interventions. Behavioural 
parent training based on social-learning theory is considered to be the gold standard 
intervention for conduct problems (Comer, Chow, Chan, Cooper-Vince, & Wilson, 2013; 
Eyberg, Nelson, & Boggs, 2008; Kaminski, Valle, Filene, & Boyle, 2008; Michelson, 
Davenport, Dretzke, Barlow, & Day, 2013; Ollendick & King, 2004), and has been 
recommended as the first-line of treatment in early childhood (Eyberg et al., 2008). A major 
focus of behavioural parent training is on modifying negative parenting behaviours that 
contribute to coercive parent-child interactions, increasing reinforcement of desirable 
behaviour, and providing consistent consequences for misbehaviour (Patterson, 1982; McCart 
et al., 2006; Patterson & Yoerger, 2002). Despite the success of such interventions for many 
families, however, researchers report that a quarter to a third do not benefit (Scott & Dadds, 
2009), and meta-analytic research indicates that treatment effects are within the small to 
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medium range (McCart et al., 2006). Furthermore, research on factors that may contribute to 
variations in treatment outcome has been limited and somewhat inconsistent to date (Eyberg 
et al., 2008).   
There are a range of other parent factors that may contribute to child conduct 
problems and treatment responsiveness (Hawes et al., 2014), and one of the most well-
documented of these is parental depression. A meta-analysis of 193 studies by Goodman et al 
(2011) revealed significant associations between maternal depression and children’s 
externalising problems, with greater effect sizes in early childhood. Longitudinal relations 
between maternal psychopathology and conduct problems have also been demonstrated 
(Ashman, Dawson, & Panagiotides, 2008; Choe, Shaw, Brennan, Dishion, & Wilson, 2014; 
Mesman et al., 2009), with poorer outcomes for chronic and severe parental depression 
(Ashman et al., 2008). It has been suggested that such links may be due to the impact of 
depression on parenting and the parent-child relationship (Goodman, et al., 2011); indeed, 
depression is associated with parenting practices known to predict childhood conduct 
problems, such as hostility, irritability and disengagement (Knox et al., 2011; Lovejoy, 
Graczyk, O’Hare, & Neuman, 2000). Furthermore, parents and children may shape each 
other’s behaviour over time, with studies revealing evidence for bidirectional relations 
between parental depression and child behaviour (Choe et al., 2014; Patterson & Yoerger, 
2002). Indeed, behavioural parent training has been associated with improvements in parental 
distress, in addition to child behaviour (McCart et al., 2006). 
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1.3.2 Child temperament 
Temperament-related child characteristics have also been associated with early 
childhood conduct problems. Temperament refers to constitutionally based individual 
differences in behavioural style that are visible from the child’s earliest years (Sanson, 
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Hemphill, & Smart, 2004; Sanson & Prior, 1999), with most definitions emphasising the 
biological underpinnings and stability of these characteristics over time. Although a range of 
approaches are used to define early temperament, three commonly studied dimensions are: 
emotional reactivity or negative emotionality, including irritability, negative mood and high 
intensity negative reactions; self-regulation, including effortful control of attention and 
emotions; and approach/withdrawal or inhibition, which refers to a child’s tendency to 
approach or withdraw from novelty (Sanson et al., 2004). Children who are high in emotional 
reactivity, or very similar variables such as emotional lability and negative emotionality, 
respond more rapidly and intensely (and usually more negatively) to a wider range of 
emotional stimuli, and have greater difficulty returning to baseline (Shields & Cicchetti, 
1998). Emotion regulation refers to a child’s ability to manage their emotional experiences 
and expression in order to function well within a given situation (Shields & Cicchetti, 1998). 
Emotional reactivity and emotion regulation are often considered to be distinct but related 
constructs, and children who are high in emotional reactivity tend to have greater difficulty 
regulating their emotional arousal (Kim-Spoon, Cicchetti, & Rogosch, 2013). While 
inhibitory control and regulation of attention have been linked to externalising problems 
(Eisenberg, Cumberland et al., 2001; Frick & Morris, 2004), negative emotional reactivity 
and poor self-regulation of emotions seem to be the most consistent temperamental predictors 
of later conduct problems (Morris, Silk, Steinberg, Terranova, & Kithakye, 2010; Sanson et 
al., 2004; Trentacosta & Shaw, 2009). 
A large study by Caspi et al (1995) revealed that ‘lack of control’ at age 3, 
characterised by emotional lability, restlessness, short attention span and negativism, was 
associated with antisocial behaviour in late childhood, and CD in adolescence. A more recent 
study found that children with ODD, CD and comorbid attention-deficit hyperactivity 
disorder (ADHD) at age 5 were rated by mothers as higher in negative emotionality in 
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infancy than children without clinical behaviour problems (Shaw et al., 2001). There is 
evidence that anger and frustration are the types of negative reactivity most strongly 
associated with conduct problems, with difficulties in the self-regulation of anger 
differentiating typically developing children from those with conduct problems (Cole, Teti & 
Zahn-Waxler, 2003). Difficulties in the regulation of fear, anxiety and sadness, however, are 
more consistently linked with internalising problems (Eisenberg, Cumberland, et al., 2001; 
Eisenberg, Fabes & Murphy, 1996; Frick & Morris, 2004). Children with conduct problems 
also demonstrate difficulties in the interpretation of emotional cues, which may contribute to 
a hostile attribution bias and more reactive aggression (Hughes, White, Sharpen & Dunn, 
2000; Trentacosta & Fine, 2010). 
It has become increasingly clear that bidirectional and interactive relations exist 
between parenting and child temperament (Kiff, Lengua, & Zalewski, 2011; Sanson et al., 
2004). While parenting appears to shape children’s behaviour and regulatory abilities, child 
temperament is also thought to drive change in parenting behaviours over time (Burke et al., 
2008). Differential susceptibility and diathesis stress models propose that variations in child 
temperament may also result in differential responses to parenting practices (Belsky & 
Pluess, 2009; Kiff et al., 2011; Sanson & Prior, 1999). Indeed, there is evidence that child 
temperament moderates the association between negative parenting and conduct problems, 
such that children with a difficult or dysregulated temperament may be more vulnerable to 
the effects of harsh, unresponsive or inconsistent parenting, placing them at higher risk of 
behaviour problems (Belsky & Pluess, 2009; Duncombe et al., 2012; Kiff et al., 2011; 
Kochanska & Kim, 2013; Morris, et al., 2002; Scaramella & Conger, 2003). Conversely, a 
warm, sensitive and consistent parenting style may ameliorate the risks associated with these 
temperamental characteristics, and may even result in better outcomes for children with a 
dysregulated temperament than for those without such traits (Belsky & Pluess, 2009; Bradley 
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& Corwyn, 2008; Kochanska & Kim, 2013; Mesman et al., 2009). A growing body of 
evidence has therefore focused on the role of child characteristics as both risk and protective 
factors in the study of parenting and conduct problems.  
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1.4 Subtyping childhood conduct problems 
After decades of research in the field, it is now clear that significant heterogeneity 
exists amongst children with conduct problems (Frick & Viding, 2009). Trajectories vary 
greatly in terms of the types of behaviour displayed, the level of impairment associated with 
the behaviour, risk for future impairment, and response to treatment (Odgers et al., 2007; 
Odgers et al., 2008; Viding, Blair, Moffitt, & Plomin, 2005). There is also substantial 
variability in the biological, cognitive, social and emotional characteristics of these children, 
suggesting the existence of distinct causal pathways leading to severe conduct problems 
(Frick, 2012; Frick & Viding, 2009). This research has led to efforts to classify children with 
conduct problems into meaningful subgroups, in order to guide etiological research and 
develop more effective treatments (Frick, 2012; Moffitt et al., 2008).  
Many subtyping approaches have focused on the characteristics of the behaviours 
displayed. Some researchers, for example, have distinguished children based on whether 
physical aggression or rule-breaking are the primary concerns (Tackett, Krueger, Iacono, & 
McGue, 2005), or whether overt or covert aggression is displayed (Frick et al., 1993). One of 
the most notable methods for subgrouping these children is by the age at which conduct 
problems first emerge (Frick & Viding, 2009; Moffitt, 2006). For many individuals, the 
development of antisocial behaviour coincides with the onset of adolescence, in the absence 
of any history of significant behavioural problems in childhood. There appears, however, to 
be a distinct subgroup of children who begin to display conduct problems as early as 
preschool (Frick & Viding, 2009). Children in this early-onset subgroup are more likely to 
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exhibit severe aggression and conduct problems in childhood, and to display persistent 
antisocial and criminal behaviour in adulthood (Frick & Viding, 2009; Moffitt, 2006). 
However, despite the theoretical and clinical importance of this age-of-onset distinction, there 
remains significant heterogeneity amongst this early-onset group (Odgers et al., 2007; Viding 
et al., 2005). As such, developmental psychopathology models have emerged, providing new 
insights into the etiology, diagnosis and treatment of childhood-onset antisocial behaviour 
(Frick, Ray, Thornton, & Kahn, 2014; Frick & White, 2008). 
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1.5 Callous-unemotional (CU) traits 
There is now a large body of evidence indicating that children with severe conduct 
problems can be distinguished based on levels of callous-unemotional (CU) traits (Frick et 
al., 2014; Frick & White, 2008). These traits represent an interpersonal and affective style 
characterised by lack of guilt and remorse, lack of empathy, lack of concern about 
performance and shallow or deficient affect (APA, 2013). These traits correspond closely 
with the affective dimension of adult psychopathy (Frick & White, 2008), which is associated 
with a particularly severe and violent pattern of antisocial behaviour (Leistico, Salekin, 
DeCoster, & Rogers, 2008). As with adult psychopathic traits, CU features in children appear 
to be highly heritable and moderately stable across childhood and adolescence (Frick et al., 
2014; Frick & Viding, 2009; Frick & White, 2008; Viding, Blair, Moffitt, & Plomin, 2005; 
Viding & McCrory, 2012). These traits have also been distinguished empirically from other 
related variables, including conduct problems and antisocial behaviour (Dadds, Fraser, Frost, 
& Hawes, 2005). 
Children with high levels of CU traits and conduct problems differ from those with 
low CU traits on a number of emotional, cognitive and interpersonal dimensions. As 
previously discussed, the majority of children with conduct problems tend to be emotionally 
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reactive and dysregulated, and may have a hostile attribution bias (Hughes et al., 2000; 
Trentacosta & Fine, 2010). In contrast, children with elevated CU traits tend to display low 
levels of emotional reactivity (Frick & White, 2008), and are under-reactive to fear and 
distress cues in others (Dadds et al., 2006; Woodworth & Waschbusch, 2008). Children with 
CU traits demonstrate a fearless and thrill-seeking temperament, with low levels of anxiety 
(Frick et al., 2014; Frick & Ellis, 1999). They are also less sensitive to punishment and more 
reward-oriented than children with low CU traits (Centifanti & Modecki, 2013; Frick, 
Cornell, et al., 2003), and have been found to underestimate the likelihood that they will be 
punished for misbehaviour (Pardini, Lochman, & Frick, 2003).  
Callous-unemotional traits are associated with earlier onset conduct problems, and a 
more chronic and severe trajectory of antisocial behaviour (Frick & Viding, 2009; Frick & 
White, 2008). There is now consistent evidence for a concurrent and predictive relation 
between CU traits in childhood, and aggressive and antisocial behaviour in adolescence and 
adulthood, even after controlling for conduct problem severity, age of onset, and comorbidity 
(Byrd, Loeber, & Pardini, 2012; Frick & Dickens, 2006; Frick et al., 2014). Conduct 
problems in children with elevated CU traits have been demonstrated to be under substantial 
genetic influence (Viding et al., 2005), and are also less strongly associated with hostile and 
coercive parenting (Hipwell et al., 2007; Oxford, Cavell, & Hughes, 2003). Moreover, there 
is evidence that children with high levels of antisocial behaviour and CU traits are less 
responsive to parent-training interventions, with two recent reviews revealing associations 
between CU traits and poor treatment outcomes in the majority of studies (Frick et al., 2014; 
Hawes et al., 2014). 
The predictive and clinical utility of CU traits is now well-established, and these 
features have proven promising for designating important subgroups of children and 
adolescents with severe conduct problems. As such, this research has recently been integrated 
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into the diagnostic criteria for conduct disorder (CD) in the fifth edition of the Diagnostic and 
Statistical Manual of Mental Disorders (DSM-V; APA, 2013), with the addition of a specifier 
of ‘limited prosocial emotions’, as operationalised by CU traits (Hawes et al., 2014). Similar 
revisions are also being considered for the International Classification of Diseases (ICD; 
Rutter, 2012). In a recent study, 10% to 32% of children and adolescents in a community 
sample who met DSM-IV criteria for CD, and 2% to 7% of those without CD, also met 
criteria for the proposed CU specifier (Kahn, Frick, Youngstrom, Findling, & Youngstrom, 
2012). In a clinic-referred sample, 21% to 50% of children with CD, and 14% to 32% without 
CD, also met the threshold for the CU specifier (Kahn et al., 2012). Similarly, in a large 
community sample of children aged 5 to 16 years, 46.1% of those who met criteria for CD 
were also high on CU traits, compared to 2.9% of those without CD (Rowe et al., 2010). 
Despite these developments, however, there remains a paucity of research on the prevention 
and treatment of conduct problems in children with CU traits. 
Although the large majority of research on CU traits has been with school-age 
children and adolescents, there has been increasing interest in the early childhood period. 
Indeed, specific aspects of the CU construct in early childhood have been linked to 
concurrent and later conduct problems (Kochanska, Barry, Jimenez, Hollatz, & Woodard, 
2009; Rhee et al., 2013). Kochanska et al (2009) found that low guilt was a significant 
predictor of disruptive behaviour in a sample of preschoolers, and Rhee et al (2013) more 
recently demonstrated that observed disregard for others at 14 to 36 months predicted 
antisocial behaviour in adolescence. Other features of CU traits in early childhood have been 
associated with later aggression, such as fearlessness and stimulation-seeking at age three 
(Raine, Reynolds, Venables, Mednick, & Farrington, 1998). There is now evidence for a 
prospective and concurrent association between CU traits and conduct problems in children 
under 5 years (Hyde et al., 2013; Kimonis, Bagner, Linares, Blake, & Rodriguez, 2014; 
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Kimonis et al., 2006; Kochanska et al., 2013). A recent meta-analysis of 10 studies revealed a 
significant association, in the order of a large effect size (r = .39), between CU traits and 
conduct problem severity in children with a mean age of 5 years or younger (Longman, 
Hawes & Kohlhoff, 2015). Although more research is required in this age-group, these 
results indicate that CU traits are a meaningful construct for predicting pathways to serious 
conduct problems in very young children, and may have important implications for 
prevention and early intervention.  
A key issue in recent literature has been the malleability of CU traits, and the role of 
parenting factors. On the one hand, we have evidence that CU traits and related conduct 
problems are under substantial genetic control, are reasonably stable across childhood and 
adolescence, and are less responsive to parental socialisation and discipline efforts (Hawes & 
Dadds, 2005b; Hipwell et al., 2007; Oxford et al., 2003; Viding et al., 2005; Wootton, Frick, 
Shelton, & Silverthorn, 1997). Indeed, Kochanska has proposed that a fearless temperament 
and low anxiety, including limited responsiveness to punishment and distress cues, may 
reduce the influence of parental socialisation, thus interrupting the normal development of 
conscience and empathy and increasing the likelihood of severe aggressive behaviour 
(Kochanska, 1997a).  
On the other hand, researchers have found that CU traits do not necessarily reduce the 
effectiveness of treatment for conduct problems (Hyde et al., 2013), and others have observed 
reductions in CU traits following parenting interventions (Hawes & Dadds, 2007; McDonald, 
Dodson, Rosenfield, & Jouriles, 2011). A recent systematic review revealed that parenting 
practices are prospectively related to changes in CU traits, and that CU traits (and associated 
antisocial behaviour) are indeed responsive to interventions (Waller, Gardner, & Hyde, 
2013). Similarly, while Hawes et al (2014) found that CU traits were associated with poorer 
treatment outcomes, they also found that family interventions were capable of producing 
&E!!
lasting improvements in CU traits, particularly when treatment was provided in early 
childhood. Further, findings from a comprehensive review indicate that certain intensive 
interventions tailored to target specific cognitive and emotional deficits may be effective for 
children with CU traits (Frick et al., 2014); however, the specific parenting practices and 
treatment approaches of most benefit to these children remain unclear.  
Some researchers have found that harsh and ineffective parenting practices, including 
corporal punishment, predict high CU traits, both concurrently and prospectively (Frick, 
Kimonis, Dandreaux, & Farell, 2003; Hawes, Dadds, Frost, & Hasking, 2011; Pardini, 
Lochman, & Powell, 2007; Waller et al., 2012). It may be that harsh parenting produces 
levels of arousal that are too high for the internalisation of maternal values, thus increasing 
the likelihood of CU features and severe aggression (Kochanska, 1997a; Pardini et al., 2007). 
Conversely, CU traits appear to drive changes in parenting over time, such that having a child 
with CU traits may lead to an increase in harsh parenting (Hawes et al., 2011). Researchers 
have also found that the effect of a behavioural parenting intervention on CU traits was 
mediated by changes in harsh and inconsistent parenting (McDonald et al., 2011). These 
findings suggest that negative parenting practices are of significance to the study of CU traits.  
Research has also shown that affective parenting variables, such as warmth and 
responsiveness, are important for children with CU traits (Frick, Kimonis, et al., 2003; 
Pasalich et al., 2011). According to Kochanska’s model of parental socialisation (Kochanska, 
1997b), a warm and involved parent-child relationship characterised by reciprocal 
cooperation and shared positive affect (i.e. mutually responsive orientation; MRO) may assist 
in the internalisation of parental values, and the development of conscience and empathy. For 
example, Pardini et al found that higher levels of parental warmth predicted lower levels of 
CU traits (Pardini et al., 2007), and others have demonstrated that parenting practices 
designed to foster a warm and close parent-child relationship, such as positive reinforcement 
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and involvement, predict reductions in CU traits over time (Frick, Kimonis, et al., 2003; 
Hawes et al., 2011). The quality of the attachment relationship has also been linked to CU 
traits, independent of abuse, neglect and the severity of conduct problems (Bohlin, Eninger, 
Brocki, & Thorell, 2012; Fite, Greening, & Stoppelbein, 2008; Kimonis, Cross, Howard, & 
Donoghue, 2013; Pasalich et al., 2012b). 
While a range of parenting practices have been linked to CU traits, there is growing 
recognition that distinct parenting processes are differentially implicated in the risk 
trajectories of children with low versus high CU traits. Specifically, parental control and 
discipline strategies may be less predictive of behavioural outcomes for children with high 
CU traits. Wootton et al (1997), for example, found that CU traits moderated the association 
between ‘ineffective parenting’ (e.g. poor monitoring/supervision, inconsistent discipline and 
corporal punishment) and conduct problems, such that ineffective parenting was only a 
significant predictor for children without elevated CU traits. Similarly, the results of an 
intervention study revealed that children with and without high CU traits responded equally 
well to aspects of the intervention focusing on positive reinforcement and encouragement of 
prosocial behaviour, whereas the children without elevated CU traits showed better response 
to interventions targeting effective discipline (Hawes & Dadds, 2005b). These findings are 
consistent with the reward-oriented, punishment-insensitive response style demonstrated in 
children with high CU traits  (Centifanti & Modecki, 2013; Frick, Cornell et al., 2003), and 
with Kochanska’s (1997a) proposal that a warm, involved parent-child relationship may be 
particularly important for children with a fearless temperament and low anxiety, who are 
insufficiently aroused by parental discipline.  
Indeed, subsequent research has demonstrated support for this hypothesis (Hawes et 
al., 2012; Kochanska et al., 2013; Kroneman, Hipwell, Loeber, Koot, & Pardini, 2011; 
Pasalich et al., 2011). Pasalich et al (2011) found that harsh, coercive parenting was more 
&K!!
strongly associated with conduct problems in clinic-referred boys with low CU traits, 
whereas warmth was a stronger predictor in those with high CU traits. Similarly, the 
association between low parental warmth and ODD/CD symptoms in a community sample of 
girls was found to be more pronounced for those with elevated CU traits (Kroneman et al., 
2011). In a recent community study, mother-child mutually responsive orientation (MRO) 
and father-child shared positive affect in preschool predicted a decrease in behaviour 
problems at school-age, but only for children with elevated CU traits (Kochanska et al., 
2013). A similar pattern of results has been demonstrated concurrently in a sample of clinic-
referred toddlers (Hawes et al., 2012). These findings suggest that the emotional quality of 
parenting and the parent-child relationship may be protective for children with high CU traits, 
who are at risk of more severe and chronic conduct problems.  
Overall, this literature suggests that children with low CU traits may be more 
sensitive to parental control and discipline than children with high CU traits, whereas high-
CU children may be particularly susceptible to the affective dimensions of parenting, such as 
warmth and shared positive affect. Research on the association between parenting and CU 
traits is still in its infancy, however, and ongoing investigation is required in order to clarify 
the specific aspects of parenting that are of most significance to children with high CU traits. 
This is currently a high priority, given the mounting evidence that typical parenting 
interventions are less effective in these children.  Thus, it is important to consider specific 
types of emotion-related parenting that may be protective against the development of high 
CU traits and associated conduct problems, and that may also be amenable to change (Dadds 
et al., 2014). 
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1.6 Parental emotion socialisation behaviours (ESBs) 
The developmental literature has provided evidence for the importance of parental 
emotion socialisation for children’s emotional and social competence. The 1990s saw a 
growing interest in parents’ socialisation of children’s expression, understanding and 
regulation of emotion (Katz, Maliken, & Stettler, 2012). In 1998, Eisenberg, Cumberland and 
Spinrad identified three ways in which parents may socialise their children to the world of 
emotions: a) parental responses to their child’s emotional displays; b) discussion of emotion; 
and c) emotional expressiveness within the family context. These parenting practices, 
referred to as parental emotion socialisation behaviours (ESBs), were generally identified as 
either ‘supportive’ or ‘unsupportive’ (Eisenberg et al., 1998). Parents that encourage and 
validate emotional expression, discuss the causes and meaning of emotions, and model 
appropriate expression, were thought to be using supportive strategies. Conversely, 
unsupportive strategies included invalidation or punishment of emotions, avoidance of 
emotional discussion or expression, and modelling of hostile or dysregulated emotions 
(Eisenberg et al., 1998). It was proposed that supportive ESBs may assist children to maintain 
an optimal level of arousal and develop constructive coping strategies, whereas unsupportive 
ESBs may encourage avoidant coping and prolong a child’s distress (Eisenberg et al., 1998). 
John Gottman and his colleagues provided an extension of the concept of parental 
ESBs, stating that a parent’s behaviour is guided by their own emotion-related beliefs, 
awareness, and socialisation goals, termed their parental meta-emotion philosophy (PMEP; 
Gottman, Katz, & Hooven, 1996; 1997). Parents with an emotion coaching PMEP are aware 
of low-intensity emotions in themselves and others, value and encourage the appropriate 
expression of emotions in their child, and use problem-solving and emotion-focused coping 
to help their child manage emotions. Conversely, an emotion dismissing or punitive PMEP is 
characterised by limited awareness of emotions, negative beliefs about emotional expression, 
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and invalidating, punitive or critical responses to children’s emotional expression (Gottman 
et al., 1996; Katz et al., 2012). Parents with an emotion-dismissing PMEP may attempt to 
change their child’s emotions as quickly as possible, and teach their child that emotions are 
undesirable or unimportant.  
It is presumed that when a parent guides their child sensitively and supportively 
through emotional experiences, and uses these experiences as opportunities for learning, the 
child will acquire emotional awareness and understanding, and formulate more effective 
strategies for emotion regulation. This may in turn contribute to greater social competence, 
fewer internalising and externalising problems, and a range of positive child and family 
outcomes (Cole, Dennis, Smith-Simon, & Cohen, 2009; Denham, 1993; Denham & Grout, 
1993; Denham, 1997; Eisenberg et al., 1998; Gottman et al., 1997; Katz et al., 2012). For 
example, an early study of PMEP with a community sample revealed that parents who 
reported high levels of emotion-coaching had children with lower levels of psychological 
stress and physical illness, fewer negative peer interactions, and higher levels of academic 
achievement, attentional skills and physiological regulatory abilities (Gottman et al., 1996). 
In addition, children who are exposed to appropriate emotional expressiveness may have 
more opportunities to experience and learn about emotions, in an environment where 
emotions are accepted and encouraged (Liew et al., 2003). This work has laid the foundations 
for a growing body of research on the role of parental ESBs in both typical child 
development and child psychopathology.  
It is important to note that parental ESBs are considered to be distinct from more 
global parenting variables such as warmth and hostility, which describe the general affective 
quality of parenting, rather than specific emotion-related behaviours (Eisenberg et al., 1998; 
Katz et al., 2012). They are also more specific than variables such as sensitivity and 
responsiveness, which may include responsiveness to a range of child cues and behaviours, 
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not just emotions (Eisenberg et al., 1998). Parental ESBs are also distinct from relationship 
factors such as attachment style and mutually responsive orientation, which reflect more 
complex interactions between the parent and child. Parental or family expressiveness in the 
context of emotion socialisation should also be distinguished from the widely studied 
predictor of psychopathology, expressed emotion (Gravener et al., 2012), which is defined as 
criticism, warmth and over-involvement, and does not necessarily reflect a parent’s level of 
emotional expression within the family (Peris & Micklowitz, 2015). 
A variety of methods have been used to measure parental ESBs, including parent and 
child self-report measures, interviews and observational paradigms. One of the most widely-
used self-report measures of parental ESBs is the Coping with Children’s Negative Emotions 
Scale (CCNES; Eisenberg & Fabes, 1994; Eisenberg et al., 1996; Fabes, Eisenberg, & 
Bernzweig, 1990), and the more recent toddler version, the Coping with Toddlers’ Negative 
Emotions Scale (CTNES; Spinrad, Eisenberg, Kupfer, Gaertner, & Michalik, 2004). This 
self-report measure assesses the extent to which parents endorse a range of behavioural and 
emotional responses in the context of hypothetical scenarios, distinguishing between 
supportive reactions (e.g. emotion-focused, problem-focused and expressive encouragement 
reactions) and unsupportive reactions (e.g. minimising and punitive reactions; Fabes, Poulin, 
Eisenberg, & Madden-Derdich, 2002). Parental responses to emotions have been considered 
one of the more ‘active’ and purposeful emotion-related behaviours, as they facilitate 
childrens’ learning about emotions within the context of their emotional expression (Klimes-
Dougan & Zeman, 2007; Mirabile et al., 2014). Methods have also been developed to assess 
the broader construct of PMEP, such as the meta-emotion interview (MEI; Gottman et al., 
1997; Katz & Gottman, 1986) and the Maternal Emotion Styles Questionnaire (MESQ; 
Lagace-Seguin & Coplan, 2005). Observational methods are also commonly used to assess 
ESBs, such as emotion-coaching and discussion of emotions, during a range of emotion-
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eliciting interaction tasks (Garner, Dunsmore, & Southam-Gerrow, 2008; Lunkenheimer, 
Shields, & Cortina, 2007). 
General family expressiveness has most commonly been assessed with self-report 
instruments such as the Family Expressiveness Questionnaire (FEQ; Halberstadt, 1986), and 
the expressiveness of an individual within the family context is usually measured using the 
Self-Expressiveness in the Family Questionnaire (SEFQ; Halberstadt, Cassidy, Stifter, Parke, 
& Fox, 1995). These tools tend to distinguish between the expression of emotions that are 
positive (e.g. joy, excitement), negative emotions that are ‘dominant’ (e.g. anger, blaming 
and dislike), and negative emotions that are ‘submissive’ (e.g. sadness). It is generally 
hypothesised that positive expressiveness is related to better child outcomes, and negative 
expressiveness (particularly dominant negative emotions) with maladaptive outcomes 
(Boyum & Parke, 1995; Eisenberg et al., 1998). While there is some empirical support for 
this hypothesis (McCoy & Raver, 2011; Stocker, Richmond, Rhoades, & Kiang, 2007), the 
results are often inconsistent, particularly for negative expressiveness (Dunsmore, Bradburn, 
Costanzo, & Fredrickson, 2009; Eisenberg et al., 2003). Furthermore, while parental 
expressiveness is undoubtedly an important aspect of socialisation, it may be considered a 
more ‘passive’ or unintentional dimension of socialisation, and may often be confounded 
with variables such as warmth and hostility (Eisenberg et al., 1998). Thus, the current thesis 
will focus on the more direct or ‘active’ aspects of emotion socialisation, such as responses to 
emotions, emotional discussion, and emotion-coaching (Klimes-Dougan & Zeman, 2007; 
Mirabile et al., 2014). 
Parental ESBs have been linked to a range of child developmental outcomes, with 
early studies focusing on emotional competence. Emotional competence is a broad term that 
encompasses a child’s skills in expressing and regulating emotion, their knowledge about 
emotion, and their goal-directed use of emotion (Denham, 1998; Eisenberg et al., 1998). 
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Emotional competence emerges during the early preschool years, is central to healthy child 
development, and acts preventatively and protectively if it is developed early (Wilson, 
Havighurst, & Harley, 2012). It may therefore be particularly important to investigate 
parental ESBs in the early childhood period, when children are learning to regulate and 
understand their emotions (Cole et al., 2009; Wilson et al., 2012). Many researchers have 
demonstrated associations between parental ESBs and children’s emotional competence and 
emotion regulation (Cole et al., 2009; Cunningham, Kliewer, & Garner, 2009; Denham & 
Grout, 1993; Denham, Zoller, & Couchoud, 1994; Denham, 1997; Denham, Mitchell-
Copeland, Strandberg, Auerbach, & Blair, 1997; Eisenberg, Losoya, et al., 2001). 
Lukenheimer et al (2007), for example, found that observed emotion dismissing during a 
family interaction task was a risk factor for inappropriate emotional displays, lower empathy 
and lower emotional self-awareness.  
Theoretical models have proposed that ESBs are indirectly related to psychosocial 
adjustment through children’s emotional competence and regulatory skills (Eisenberg et al., 
1998; Gottman et al., 1996; Katz et al., 2012), such that a child whose parent actively assists 
them to express and regulate their emotions appropriately is likely to function more 
effectively in the social world. These models have been supported by both cross-sectional 
(Ramsden & Hubbard, 2002; Spinrad et al., 2007) and longitudinal research (Cunningham et 
al., 2009). Spinrad et al (2007) found, for example, that supportive parental responses to 
toddlers’ emotions were related to lower separation distress and higher social competence, 
and that this association was mediated by the child’s ability to regulate their attention and 
behaviour. Direct links have also been demonstrated between parental ESBs and broader 
psychosocial adjustment, including social competence, peer relations and prosocial behaviour 
in young children (Denham, et al., 1997; Eisenberg et al., 1999; Katz & Windecker-Nelson, 
2004; Taylor, Eisenberg, Spinrad, Eggum, & Sulik, 2013). For instance, unsupportive 
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responses to emotions in early childhood have been linked to poorer social functioning in 
later schooling (Eisenberg et al., 1999). Similarly, parents who are more coaching of 
emotions have children who engage in less negative play with peers (Katz & Windecker- 
Nelson, 2004), and encouragement of emotional expression at 18 months has been found to 
predict empathy at age 2, and prosocial behaviour at age 7 (Taylor et al., 2013).  
There is also a demonstrated link between parental ESBs and child internalising 
problems, such as anxiety, low mood and withdrawal (Engle & McElwain, 2011; Hastings & 
De, 2008; Schwartz, Sheeber, Dudgeon, & Allen, 2012). Engle and McElwain (2011) found 
that punitive reactions to toddler’s negative emotions predicted higher levels of internalising 
problems six months later, but only for boys with high levels of negative emotionality. These 
findings suggest that punishment of negative affect may lead children to inhibit negative 
emotions whilst remaining over-aroused, a process that may be particularly detrimental for 
children who are temperamentally dysregulated. Unsupportive ESBs have also been 
associated with internalising problems in middle childhood (Sanders, Zeman, Poon, & Miller, 
2015), and with depressive symptoms and deliberate self-harm in adulthood (Boucher, 
Lecours, Philippe, & Arseneault, 2013; Buckholdt, Parra, & Jobe-Shields, 2009). Emotion-
coaching, conversely, appears to reduce risk for internalising difficulties in adolescence (Katz 
& Hunter, 2007; Stocker et al., 2007). 
Mounting evidence for the importance of parental ESBs has led to the development of 
parent-training programs targeting these behaviours. The first of these programs was the 
Tuning in to Kids (TIK): Emotionally Intelligent Parenting program developed by Havighurst 
and Harley (2007), initially designed as a universally delivered prevention program for 
parents of preschool children. This program teaches parents the skills of emotion coaching 
with the aim of improving children’s emotional and social competence, reducing problem 
behaviours, and enriching the parent-child relationship. Preliminary treatment trials have 
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revealed promising results in community samples (Havighurst, Harley, & Prior, 2004; 
Havighurst, Wilson, Harley, & Prior, 2009; Havighurst, Wilson, Harley, Prior, & Kehoe, 
2010), such as an increase in parents’ emotional awareness, coaching, and emotion language, 
and a reduction in emotion dismissing beliefs (Havighurst et al., 2010). Improvements on 
child outcomes included an increase in emotion knowledge and a reduction in parent- and 
teacher-reported behaviour problems. This work further highlights the potential clinical 
importance of parental ESBs for a range of child difficulties. 
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1.7 Parental ESBs and childhood conduct problems 
As previously discussed, children with conduct problems display a variety of 
emotional deficits, such as higher levels of emotional reactivity, particularly anger and 
frustration, and greater difficulty regulating negative emotions (Morris et al., 2010; Sanson, 
Hemphill, & Smart, 2004; Thompson, Flood & Lundquist, 1995; Trentacosta & Shaw, 2009). 
Furthermore, meta-analytic research has shown that emotion-related parenting, such as 
warmth and hostility, is related to severity of conduct problems in childhood (Hoeve et al., 
2009). This raises the possibility that parental ESBs may be associated with severity of 
conduct problems, and that these parenting practices may differentiate typically developing 
children from those with externalising psychopathology. 
The associations between parental ESBs and conduct problems have been examined 
in a variety of studies. Research has been conducted with community samples (e.g. Brajsa-
Zganec., 2014; Buckholdt, Parra, & Jobe-Shields, 2014; Stocker et al., 2007), families from 
socioeconomically disadvantaged and ethnically diverse backgrounds (e.g. Cunningham et 
al., 2009; Gamble & Yu, 2014), and children at risk of developing severe conduct problems 
in the future (e.g. Duncombe et al., 2012; Lukenheimer et al., 2007; O’Neal & Magai, 2005). 
A handful of studies have also investigated these associations in clinical samples of children 
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with disruptive behaviour disorders (e.g. Dunsmore, Booker, & Ollendick, 2013; Katz & 
Windecker-Nelson, 2004; Pasalich, Waschbusch, Dadds, & Hawes, 2014). Studies have 
revealed an inverse association between supportive ESBs and severity of conduct problems in 
children as young as 18 months (Pasalich et al., 2014; Shortt, Stoolmiller, Smith-Shine, Eddy, 
& Sheeber, 2010; Spinrad et al., 2007), and a positive association between unsupportive 
ESBs and conduct problems (Lukenheimer et al., 2007; Pasalich et al., 2014; Tao, Zhou, & 
Wang, 2010). Furthermore, Katz and Windecker-Nelson (2004) found that parents of 
preschool children with a diagnosis of ODD or CD were less emotion-coaching and less 
aware of their own emotions than parents of typically developing children. Similarly, Raval 
and Martini (2011) demonstrated that children with clinical levels of externalising problems 
had parents who were more punitive and minimising in their responses to sadness and anger, 
relative to controls. 
This research has led to an interest in parental ESBs as a focus of intervention for 
disruptive behaviour disorders. The Tuning in to Kids (TIK) program has demonstrated 
improvements in conduct problems (relative to wait-list) following the intervention in both 
non-clinical and clinical samples (Havighurst et al., 2010; Havighurst et al., 2013; Havighurst 
et al., 2014). Herbert et al (2013) found that a parent-training intervention combining both 
behavioural and emotion socialisation strategies was associated with improvements in 
externalising problems for children with ADHD. Furthermore, widely disseminated parenting 
programs, such as the Triple P Positive Parenting Program (Sanders, 1999) and 1-2-3 Magic 
(Phelan, 2010) have been adapted to include an emotion-coaching component (Hawton & 
Martin, 2011; Porzig-Drummond, Stevenson, & Stevenson, 2014; Salmon, Dittman, Sanders, 
Burson, & Hammington, 2014). Although results have been promising, improvements in 
conduct problems were not demonstrated over and above standard interventions. 
%J!!
Furthermore, most of these researchers did not report whether there were significant 
correlations between parental ESBs and conduct problems prior to intervention.  
Further, the nature of the relation between parental ESBs and conduct problems 
remains poorly understood, and findings have been mixed. Some researchers have failed to 
find evidence for such an association, or have found significant results for only some ESBs. 
Engle and McElwain (2011), for example, found that punitive reactions to negative emotions 
predicted internalising, but not externalising, 6 months later, and that minimising reactions 
did not predict either problem type. Another study found that emotion coaching (but not 
dismissing) was correlated with parent-reported (but not teacher-reported) disruptive 
behaviour (Duncombe et al., 2012). Conversely, a longitudinal study of Chinese children 
(Tao, Zhou, & Wang, 2010) revealed that punitive reactions positively predicted 
externalising problems 3 years later, whereas supportive practices were unrelated to 
externalising. Others have found that ESBs predict conduct problems indirectly, through the 
mediating effects of emotion regulation (Duncombe et al., 2012; Katz et al., 2012; Ramsden 
& Hubbard, 2002). Researchers have even found positive associations between maternal 
discussion of emotions and child aggression (Garner et al., 2008), and an inverse association 
between parental emotion dismissing and conduct problems (Hastings & De, 2008).  
It is also unclear whether parental ESBs are unique predictors of conduct problems, 
independent of more global variables such as warmth, hostility, authoritarian discipline and 
the quality of the parent-child relationship. Indeed, Eisenberg et al (1998) acknowledged that 
supportive parental ESBs are likely to be embedded within the context of a warm and 
responsive parenting style, and unsupportive ESBs may be confounded by hostile or 
authoritarian parenting. While some studies have demonstrated that ESBs predict conduct 
problems while controlling for other parenting variables (Chen, Zhou, Eisenberg, Valiente, & 
Wang, 2011), others have failed to find such a result (Duncomb et al., 2012; Tao et al., 2010). 
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Duncombe et al (2012) found that emotion-coaching beliefs were associated with conduct 
problems at the bivariate level, but were no longer significant when controlling for 
inconsistent discipline, negative emotional expressiveness and parental mental health. 
Furthermore, the majority of studies of ESBs and conduct problems do not control for general 
parenting style or ineffective discipline (e.g. Cunningham et al., 2009; Dunsmore et al., 2013; 
Engle & McElwain, 2011; Garner et al., 2008; Katz & Windecker-Nelson, 2004; Spinrad et 
al., 2007). It is therefore important for researchers to examine unique associations between 
parental ESBs and conduct problems, independent of other parenting variables. 
There is now an extensive body of research on parental ESBs, with interventions 
emerging that target these behaviours. While the initial focus was on links with emotional 
and social adjustment in typically developing children, there has been a rapidly growing 
interest in the role of these behaviours in the development and maintenance of conduct 
problems. This is an important area of inquiry, given the range of emotional deficits observed 
in children with conduct problems, and the fact that many families do not benefit from 
standard behavioural interventions (Scott & Dadds, 2009). However, the literature on 
parental emotion socialisation and conduct problems is large and complex. Researchers have 
examined a range of parental ESBs, using a variety of methodologies, and many do not 
control for global parenting variables. While a link between ESBs and conduct problems has 
been demonstrated in a number of studies, many have revealed inconsistent results. 
Moreover, despite the growing interest in clinically-relevant outcomes, there are surprisingly 
few studies conducted with clinical populations, particularly in the early childhood period. 
While intervention studies are valuable for understanding the clinical significance of parental 
ESBs, further research is required in order to understand the association between parental 
ESBs and severity of conduct problems, particularly in clinic-referred early-childhood 
samples. 
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1.8 Moderators of the association between ESBs and conduct problems  
As previously discussed, there is considerable evidence that child characteristics may 
moderate the association between parenting and conduct problems (Kiff et al., 2011; Sanson 
& Prior, 1999). Eisenberg et al’s (1998) heuristic model proposes that the association 
between parental ESBs and psychosocial adjustment may also be moderated by a range of 
child factors, including temperament and emotional arousal. For instance, the frequency and 
intensity of emotions displayed by children with high emotional reactivity may make it more 
difficult for parents to engage in emotion coaching, and may result in more punitive or 
dismissing responses to emotions over time (Dunsmore, Booker, Ollendick, & Greene, 2015; 
Eisenberg et al., 1999; Scaramella & Leve, 2004). Alternatively, children who are 
emotionally reactive may require greater external support from parents in order to regulate 
their emotion arousal (Eisenberg et al., 1998; Scaramella & Leve, 2004). Moderation effects 
may therefore explain some of the inconsistencies observed in the research to date, as the 
influence of parental ESBs on child behaviour may vary depending on the child’s level of 
emotional arousal. 
While a number of researchers have examined the moderating role of child 
temperament on the association between parenting (e.g. negative discipline and 
responsiveness) and externalising problems (Belsky & Pluess, 2009; Kiff et al., 2011; Morris 
et al., 2002; Sanson et al., 2004), few have examined the moderating role of temperament on 
relations between specific parental ESBs and conduct problems. Engle and McElwain (2011) 
found that parent’s punitive reactions to emotion predicted greater internalising problems in a 
community sample of toddlers, and that this association was moderated by child 
temperament, such that it was only significant for boys high in negative emotionality. 
However, neither the main effect of parental responses, nor the interaction with emotional 
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reactivity, predicted children’s externalising problems. It was suggested that the externalising 
behaviours in this non-clinical sample may simply reflect normative individual differences, 
which may be less affected by parenting during the toddler period (Engle & McElwain, 
2011).  
In a recent clinical study, however, maternal emotion coaching behaviours and beliefs 
were associated with less disruptive behaviour in clinic-referred children aged 7 to 14 years 
(Dunsmore et al., 2013; 2015). Furthermore, there was a moderating effect of child 
temperament, such that emotion coaching was negatively associated with externalising 
problems only for children high in emotional lability (Dunsmore et al., 2013). Similarly, a 
follow-up intervention study with the same sample revealed that pre-treatment emotion 
coaching predicted less disruptive behaviour post-treatment, but only for children with highly 
labile emotions (Dunsmore et al., 2015). The authors suggested that children with ODD who 
are low in emotional lability may show less of the ‘irritability’ dimension of ODD, and more 
of the ‘hurtful’ dimension, and may engage in more proactive oppositional behaviours that 
are less affected by emotion regulation. These findings suggest that emotional reactivity may 
interact with parental ESBs to predict conduct problems; however, further research is needed, 
particularly in young children with severe disruptive behaviour problems. They also indicate 
that other aspects of temperament may moderate the association between ESBs and conduct 
problems. Specifically, callous-unemotional (CU) traits may help us to better understand how 
individual differences interact with parental ESBs to predict antisocial behaviour.  
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1.9 Parental ESBs and CU traits 
Children with CU traits demonstrate core deficits in emotion recognition and 
responsiveness to emotion-eliciting stimuli, which may undermine their social development 
(Dadds et al., 2006; Frick et al., 2014; Frick & White, 2008; Woodworth & Waschbusch, 
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2008). A systematic review revealed that children and adolescents with high CU traits tend to 
be less responsive to negative emotional stimuli, and demonstrate impaired recognition of 
fear, and to a lesser extent sadness, as expressed by facial expressions, vocal tone and bodily 
posture (Herpers, Scheepers, Bons, Buitelaar, & Rommelse, 2014). Deficits in empathy, 
particularly affective empathy, are also a key feature of children with high CU traits 
(Anastassiou-Hadjicharalambous & Warden, 2008a, 2008b; Dadds et al., 2009). A study by 
de Wied et al found that adolescent males with high CU traits reported lower empathy, and 
showed less facial responsiveness and heart rate change in response to sadness-eliciting 
videos than those with low CU traits (de Wied, van Boxtel, Matthys, & Meeus, 2012). These 
deficits in emotion processing appear to be associated with differences in amygdala function 
in children with low versus high CU traits (Herpers et al., 2014; Jones, Laurens, Herba, 
Barker, & Viding, 2009; Moul, Kilcross & Dadds, 2012), and impaired attention to the eyes 
of attachment figures (Dadds, El Masry, Wimalaweera, & Guastella, 2008; Dadds et al., 
2014; Dadds, Jambrak, Pasalich, Hawes, & Brennan, 2011; Dadds et al., 2006).  
The presence of unique emotional deficits in children with high CU traits suggests 
that emotion-related parenting may play a unique role in the socialisation of these children. 
As previously discussed, there is emerging evidence that CU traits may moderate the 
association between emotion-related parenting variables and conduct problem severity, with 
research indicating that warmth and shared positive affect is more strongly associated with 
conduct problems in children with high CU traits (Hawes et al., 2012; Kochanska et al., 2013; 
Kroneman et al., 2011; Pasalich et al., 2011). There is also evidence that CU traits themselves 
may be amenable to change (Waller et al., 2013), and are associated with emotion-related 
parenting factors, such as warmth, involvement, and the quality of the attachment 
relationship, independent of the severity of conduct problems (e.g. Frick, Kimonis, et al., 
2003; Hawes et al., 2011; Pardini et al., 2007; Pasalich et al., 2012b). However, only two 
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studies to date have examined the association between parental ESBs and CU traits. The first 
found an inverse relation between maternal acceptance of emotions and CU traits in a mixed 
clinical and community sample of children aged 7 to 12 years (Pasalich et al., 2014). The 
second found that observed emotion dismissing predicted higher CU traits in clinic-referred 
boys aged 3 to 9 years, controlling for conduct problem severity (Pasalich et al., 2014). In 
another study with the same clinic-referred sample, CU traits moderated the association 
between maternal focus on negative emotions and conduct problem severity, such that 
maternal focus on emotions was inversely associated with conduct problems in boys with 
high CU traits (Pasalich et al., 2012a).  
Although the work of Pasalich et al (2012a; 2014) provides preliminary evidence for 
associations between parental ESBs and CU traits, further research is required. For example, 
an observational task and a relatively novel questionnaire were used to assess parental ESBs. 
To my knowledge, no researchers have used a well-established measure of parental reactions, 
such as the CCNES or CTNES, to assess these relations. Furthermore, prior research has not 
controlled for other variables known to predict CU traits, such as harsh or inconsistent 
parenting, and the affective quality of the parent-child relationship. Finally, research in the 
early childhood period is also required, as this is a time when parental ESBs and treatment 
efforts may have most impact. Further research may improve our understanding of family 
processes in young children with CU traits and conduct problems, and inform the 
development of more effective interventions for this high-risk subgroup.  
Frick and Morris (2004) proposed that emotional reactivity and CU traits may each 
denote unique vulnerabilities for the development of conduct problems, which may interact 
with parenting in different ways. As discussed, Dunsmore et al (2013; 2015) found that 
emotion socialisation was associated with better behavioural outcomes for children high in 
emotional reactivity. Similarly, the findings of Pasalich et al. (2012a) suggest that children 
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with a temperament characterised by low guilt and empathy, fearlessness, and impaired 
emotion processing may be also particularly responsive to parental ESBs. Just as children 
with a reactive and dysregulated temperament may benefit from supportive emotion-related 
parenting (Dunsmore et al., 2013; 2015), children with high CU traits may also require 
additional input from parents in order to attend to, process and understand emotional 
information (Pasalich et al., 2012a). 
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1.10 Summary of key literature 
Parenting practices have emerged as some of the strongest predictors of early-onset 
conduct problems (Burke et al., 2002; Hawes & Dadds, 2005). In particular, harsh and 
inconsistent discipline, poor monitoring and coercive parent-child interaction have been 
identified as key factors in the development of disruptive behaviour disorders (Duncombe et 
al., 2012; Hill, 2002; Patterson, 1982; Patterson et al., 1992; Stanger et al., 2004; Viding et 
al., 2009). These factors form the basis of behavioural parent training, which is currently the 
most widely-used and evidence-based intervention for childhood conduct problems (McCart 
et al., 2006). However, despite the success of such treatments for many families, effect sizes 
are modest (McCart et al., 2006), and a quarter to a third do not benefit (Scott & Dadds, 
2009).  
A large body of evidence indicates that children with early-onset conduct problems 
can be distinguished on the basis of callous-unemotional (CU) traits (Frick et al., 2014). 
While there is evidence that conduct problems in children with high CU traits are under 
stronger genetic influence (Viding et al., 2005), are less dependent on hostile and coercive 
parenting (Hipwell et al., 2007; Oxford et al., 2003), and are associated with poorer response 
to typical interventions (Hawes et al., 2014), recent reviews indicate that CU traits and 
associated conduct problems may still be amenable to change (Hawes et al., 2014; Waller et 
8;!!
al., 2013). Research suggests that CU traits may actually moderate the association between 
parenting and conduct problems. While parental discipline may be particularly important for 
the etiology of conduct problems in children without elevated CU traits, children with high 
CU traits appear to be less susceptible to parental control strategies (Pasalich et al., 2011; 
Wootton et al., 1997).  This may reflect the low arousal and punishment-insensitivity 
observed in children with high CU traits (Centifanti & Modecki, 2013; Frick, Cornell et al., 
2003; Kochanska, 1997a). Conversely, the affective components of the parent-child 
relationship, such as warmth and mutual responsiveness, appear to be stronger predictors of 
conduct problems in children with high CU traits (Hawes et al., 2012; Kochanska et al., 2013; 
Kroneman et al., 2011; Pasalich et al., 2011). Further research is required in order to clarify 
these moderating influences, and identify the specific parenting variables of importance to 
high-CU children. 
Parental emotion socialisation behaviours (ESBs), including responses to negative 
emotions, discussion of emotions, emotion-coaching and emotional expressiveness 
(Eisenberg et al., 1998; Gottman et al., 1996; 1997), have been linked to a number of 
emotional, social and behavioural outcomes in children (Katz et al., 2012). Supportive ESBs 
have been associated with better emotional and social competence (e.g. Katz & Hunter, 2007; 
Katz & Windecker-Nelson, 2004; Stocker et al., 2007; Taylor et al., 2013), and unsupportive 
behaviours with more maladaptive outcomes (e.g. Cole et al., 2009; Eisenberg et al., 1999; 
Engle & McElwain, 2011). This has led to an interest in the role of parental ESBs in the 
etiology and maintenance of conduct problems, and the emergence of interventions targeting 
these behaviours in families of typically developing children (Havighurst et al., 2004; 2009; 
2010) and children with disruptive behaviour problems (Havighurst et al., 2013; Herbert et 
al., 2013).  
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Further research is needed, however, to clarify the nature of the relations between 
ESBs and conduct problems, particularly in clinic-referred early-childhood samples, and to 
investigate potential moderators of this association. For instance, few researchers have 
examined whether specific ESBs uniquely predict conduct problems, over and above more 
established parenting variables, such as negative discipline and the quality of the parent-child 
relationship (Duncombe et al., 2012). Moreover, there is evidence that two aspects of child 
temperament – namely, emotional reactivity and CU traits – may each moderate the 
association between supportive ESBs and conduct problems (Dunsmore et al., 2013; 2015; 
Pasalich et al., 2012a). This raises the possibility that emotion coaching may be particularly 
important for children who are highly sensitive to emotional stimuli and require assistance 
with emotion regulation (Dunsmore et al., 2013; 2015). Conversely, emotional discussion 
may be most helpful for children with high CU traits and conduct problems, who exhibit 
impairments in empathy and emotion recognition (Pasalich et al., 2012a). The limited 
evidence to date indicates that parental ESBs may also be directly associated with levels of 
CU traits in children. Specifically, mothers’ accepting attitudes towards emotions have been 
associated with lower CU traits in school-age children, and emotion-dismissing behaviour 
has been linked to higher levels of CU traits in boys with disruptive behaviour disorders 
(Pasalich et al., 2014).  
Overall, research suggests that specific ESBs may play a key role in the development 
of significant conduct problems in early childhood. Children who are highly reactive and 
dysregulated, and those who are emotionally ‘under-reactive’ with marked deficits in 
empathy, may both be at higher risk of developing antisocial behaviour (Frick, Cornell, et al., 
2003; Frick & Morris, 2004; Loney, Frick, Clements, Ellis, & Kerlin, 2003), and emotion-
related parenting may ameliorate or exacerbate this risk. Furthermore, parents who are 
supportive of emotions may have children with lower CU traits, whereas those who are 
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dismissive of emotions may have children who are elevated on these traits (Pasalich et al., 
2014). Emotion socialisation represents an important area for further investigation, 
particularly regarding conduct problems in early childhood, and further work is needed to 
establish the parental ESBs of most relevance to children with specific temperamental 
vulnerabilities.  
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1.11 Aims and hypotheses 
The first aim of the present study was to examine the association between parental 
reactions to children’s negative emotions and severity of conduct problem in clinic-referred 
toddlers. Considerable research has examined the association between parental ESBs and 
conduct problem severity in typically developing and high-risk children (e.g. Cunningham et 
al., 2009; Duncombe et al., 2012; Katz & Windecker-Nelson, 2006; Lukenheimer et al., 
2007; Mirabile, 2014; Ramsden & Hubbard, 2002); however, few researchers have examined 
the importance of ESBs in children with clinical levels of conduct problems (e.g. Dunsmore 
et al., 2013; Katz & Windecker-Nelson, 2004; Pasalich et al., 2012a; 2014; Raval & Martini, 
2011). Most studies with clinical early-childhood samples have evaluated interventions with 
an emotion-coaching component, and have neither examined nor reported on pre-treatment 
associations between ESBs and conduct problem severity (Havighurst et al., 2013; Herbert et 
al., 2013; Salmon, Dadds, Allen, & Hawes, 2009; Salmon et al., 2014). Although maternal 
emotion coaching has been found to differentiate typically developing preschoolers from 
those with disruptive behaviour disorders (Katz & Windecker-Nelson, 2004), the association 
between parental ESBs and conduct problem severity has not been examined within a clinic-
referred early-childhood sample.  
The second aim was to examine unique associations between parental reactions to 
emotions and conduct problem severity, independent of more global parenting and 
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relationship variables. It is well-established that multiple parenting factors are likely to 
contribute to conduct problems simultaneously, including behavioural control, parental 
support, parental psychopathology, and the overall emotional tone of the relationship (Burke 
et al., 2002; Hill, 2002). Although there is support for the notion that parental ESBs are 
related to conduct problems, it is important to disentangle ESBs from other parenting and 
relationship variables, and identify unique associations with child outcomes (Duncombe et 
al., 2012). As noted, previous studies with clinic-referred samples have not assessed the 
unique predictive value of ESBs, over and above other aspects of parenting (Dunsmore et al., 
2013; 2015; Katz & Windecker-Nelson, 2004; Pasalich et al., 2012a; 2014). 
The third aim was to examine variables related to child temperament as moderators of 
the association between ESBs and conduct problems. Two such variables – emotional 
reactivity and CU traits – were examined for this purpose. Although there is substantial 
evidence that parental ESBs influence child behaviour indirectly through the mediating 
effects of emotion regulation (Katz et al., 2012), there is much less literature on the potential 
moderating influence of emotional reactivity (Dunsmore et al., 2013; 2015; Engle & 
McElwain, 2011). A study of clinic-referred school-aged children found that emotional 
lability moderated the association between emotion coaching and disruptive behaviour, such 
that a negative association was observed only in children who were highly labile (Dunsmore 
et al., 2013; 2015). A study of typically developing toddlers did not find such a result (Engle 
& McElwain, 2011). Likewise, CU traits have now been widely researched as moderators of 
family environment influences on conduct problems (Hawes et al., 2012; Kochanska et al., 
2013; Kroneman et al., 2011; Pasalich et al., 2011), but potential interactions between CU 
traits and parental ESBs have only recently been investigated (Pasalich et al., 2012a). The 
present study is the first to examine emotional reactivity and CU traits as moderators of the 
8K!!
association between parental ESBs and conduct problem severity in a clinic-referred early-
childhood sample. 
The fourth and final aim of the present study was to examine the direct association 
between parental ESBs and CU traits in clinic-referred toddlers, controlling for severity of 
conduct problems, ineffective discipline and the affective quality of the parent-child 
relationship. Parental warmth, responsiveness, and the emotional quality of the parent-child 
relationship have been linked to high CU traits in children with conduct problems (Bohlin et 
al., 2012; Fite et al., 2008; Frick, Kimonis et al., 2003; Hawes et al., 2011;  Pardini et al., 
2007; Pasalich et al., 2011; Pasalich et al., 2012b). Furthermore, CU traits have been found to 
drive changes in parental involvement over time (Hawes et al., 2011). Two studies have 
examined the association between parental ESBs and CU traits in school-age children, 
controlling for conduct problem severity (Pasalich et al., 2014). The first demonstrated a 
negative association between CU and maternal emotion-acceptance, as assessed by a 
relatively novel questionnaire, and the second found a positive association between observed 
emotion dismissing and CU traits. (Pasalich et al., 2014). Research has yet to examine the 
association between CU traits and parental reactions to emotions in a clinic-referred early-
childhood sample, with a widely-used parent-report measure, and controlling for conduct 
problem severity and more established parenting and relationship variables. 
A number of hypotheses were tested in the present study. First, it was hypothesised 
that parent-reported supportive reactions to child negative emotions (i.e. emotion-focused, 
problem-focused and expressive encouragement reactions) would be negatively associated 
with conduct problem severity, and that unsupportive (i.e. punitive and minimising) reactions 
would be positively associated with conduct problem severity. Second, it was hypothesised 
that parental reactions to emotions would uniquely predict conduct problem severity, while 
controlling for hostile, coercive and lax discipline, parental depression, and the observed 
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quality of the parent-child relationship. That is, parental reactions were expected to emerge as 
robust predictors, independent of other parenting variables known to be associated with 
conduct problems and child outcomes. Although not a primary hypothesis of the current 
study, temperament-related child characteristics (emotional reactivity and CU traits) were 
expected to be positively associated with conduct problem severity.  
Third, it was hypothesised that aspects of child temperament – namely emotional 
reactivity and CU traits – would moderate the association between parental reactions to 
emotions and conduct problem severity. The literature suggests that parental ESBs may be of 
greatest significance to children with conduct problems who are reactive and dysregulated, 
but also for children with CU traits who have core deficits in empathy and emotion 
recognition. Therefore, it was predicted that the inverse relation between supportive reactions 
and conduct problems, and the positive relation between unsupportive reactions and conduct 
problems, would be more pronounced for children high in emotional reactivity, and for 
children high in CU traits. 
Fourth and finally, it was hypothesised that supportive parental reactions would be 
uniquely and inversely associated with CU traits, while controlling for the severity of conduct 
problems and other family variables, such as ineffective discipline and the affective quality of 
the parent-child relationship. Conversely, a unique positive association was predicted 
between unsupportive reactions and CU traits. 
!! !
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2 METHOD 
2.1 Participants 
Participants were clinic-referred families of young children (n = 87; 67.82% male; 
aged 24 - 54 months) referred to the Karitane Toddler Clinic between July 2013 and 
December 2014 for the treatment of disruptive behaviour problems. The Toddler Clinic is a 
tertiary-level community-based early childhood outpatient service in the western suburbs of 
Sydney, Australia, specialising in the treatment of disruptive behaviour problems in children 
aged 15 months to 5 years. The intervention provided at the Toddler Clinic is Parent-Child 
Interaction Therapy (PCIT; Brinkmeyer & Eyberg, 2003), which aims at improving parent-
child interaction patterns. The service is accessed by a broad spectrum of families across 
Sydney, many of whom are characterised by socioeconomic disadvantage and multiple social 
adversity risk factors. Families were excluded from the study if there was evidence of 
developmental delay, or if parents were currently experiencing psychotic symptoms, 
substance abuse, or were not sufficiently fluent in English to complete the self-report 
measures.  
Of the families who met inclusion criteria for the study, 112 agreed to participate, 
with the most common reasons for declining being that they did not wish to be videotaped, or 
that they did not have sufficient time. Of those families who consented, 25 (22.32%) failed to 
complete the questionnaire packs and return them within the required timeframe, with the 
most common reasons being that they had not found the time, were overwhelmed by 
psychosocial stressors, had forgotten or misplaced the questionnaires, or had decided not to 
pursue treatment at the Toddler Clinic. Paired sample t-tests revealed that the participants 
who completed the study (n = 87) and those who did not complete (n = 25) did not differ 
significantly in terms of child age, parent age, parental depression scores on the Edinburgh 
Postnatal Depression Scale (Cox, Holden & Sagovsky, 1987) or socioeconomic status (all ps 
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> .10). A Chi-Square test of contingencies revealed that child gender was not associated with 
study completion (p = .24).  
The final sample consisted of 59 male (67.8%) and 28 female (32.2%) children, with 
a mean age of 36 months (SD = 7.63; range = 24 – 54). Most of the children were either the 
first born (65.52%) or second born (29.89%) in the family, and 79.31% had at least one 
sibling. Eighty-four percent of parents were married or in a defacto relationship. 
Socioeconomic status (SES) was coded based on postcode using the Socio-Economic Indexes 
for Areas (SEIFA) document developed by the Australia Bureau of Statistics (2013). The 
SEIFA ranks areas in Australia according to relative socioeconomic advantage and 
disadvantage based on the 2011 census data (Australian Bureau of Statistics, 2013). The 
Index of Relative Socio-Economic Disadvantage decile score was used in the present study, 
which ranks geographical areas on a continuum, with a score of 1 indicating the most 
disadvantaged 10% of areas (lowest SES), and a score of 10 indicating the least 
disadvantaged 10% (highest SES). This is the index most commonly used to measure SES 
within the South West Sydney Local Health District. The average decile score of the final 
sample was 4.39 (SD = 2.90; range = 1 – 10), with 49.43% of families living within the 
lowest three deciles.  
Questionnaires and parent-child interaction tasks were completed by the child’s 
primary caregiver (mean age = 32.84 years; SD = 4.83; range = 21 – 43), who was the mother 
in all but one family. Demographic data was available for fewer fathers (n = 82 for age; n = 
79 for occupation type, country of birth and language), as some mothers chose not to report 
on this information because they were separated, divorced and/or no longer in contact with 
the child’s father. The average age of mothers and fathers was 32.85 years (SD = 4.83; range 
= 21 – 43) and 35.33 years (SD = 5.50; range = 21 – 50), respectively. Most mothers were 
either not in paid employment (36.90%) or were employed part-time (34.52%), and the vast 
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majority of fathers were in full-time employment (88.61%).  Of those mothers who were in 
paid employment, the most common occupations were professional or associate professional 
positions in fields such as education, healthcare, law and public service. The most common 
occupation for fathers was a tradesperson or related worker, followed by professional and 
associate professional occupations. Although only one child was born outside of Australia, 
26.44% of mothers and 21.52% of fathers were born outside Australia, most commonly in the 
Middle East, New Zealand, Asia, the Pacific Islands and Europe. Twenty percent of mothers 
and 13.92% of fathers spoke another language at home in addition to English, and three 
mothers and three fathers did not speak English at home. Details of participant characteristics 
are presented in Appendix 1. 
Questionnaire data was available for all families (N = 87). Videotaped observations of 
parent-child interactions were also available for a subset of the participants (n = 55; 69.10% 
male; mean child age = 35.76 months). Although it would have been ideal to obtain parent-
child interaction data for all families, this was not possible given the constraints of this 
clinical setting. Observational data from samples of this size has been utilised in previous 
studies with clinic-referred families (e.g. Pasalich et al., 2012b), and Dadds et al (2011) have 
used observational data from a subset of participants (47.83%). Independent samples t-tests 
demonstrated that the participants in the reduced sample did not differ significantly from the 
rest of the sample in terms of child age, socioeconomic status, parental depression, severity of 
conduct problems, child temperament or parenting variables (all ps > .10), and a Chi-Square 
test of contingencies revealed that the availability of video data was not associated with child 
gender (p = .74). The parents in the reduced sample were significantly younger than those in 
the rest of the sample (Ms = 31.60 and 34.97 years, respectively), t(85) = 3.32, p < .01.  
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2.2 Measures 
2.2.1 Parenting and parent characteristics 
Parental emotion socialisation behaviours were assessed using the Coping with 
Toddlers’ Negative Emotions Scale (CTNES; Spinrad et al., 2004; see Appendix 2). The 
CTNES was adapted from the Coping with Children’s Negative Emotions Scale (CCNES; 
Eisenberg & Fabes, 1994; Eisenberg et al., 1996; Fabes et al., 1990) for use specifically with 
toddlers. The CTNES presents parents with 12 hypothetical scenarios in which their child is 
distressed, upset or angry (e.g. “If my child is afraid of going to the doctor or of getting shots 
and becomes quite shaky and teary, I would...”). The vignettes for the CTNES were adapted 
from the CCNES to reflect situations more relevant to toddler-aged children; for example, “If 
my child is going over to spend the afternoon at a friend’s house” was changed to “If my 
child is going to spend the afternoon with a new babysitter”. For each scenario, parents are 
required to indicate how likely they would be to react in each of the following ways: a) 
emotion-focused (e.g. “comfort my child before and/or after the shot”); b) problem-focused 
(e.g. “help him think of ways to make it less scary, like squeezing my hand when he gets a 
shot”); c) expressive encouragement (e.g. “tell my child that it is OK to be nervous or 
afraid”); d) punitive (e.g. “tell him to shape up or he won’t be allowed to do something he 
likes to do (i.e., go to playground)”); e) minimising (e.g. “tell my child that it’s really no big 
deal”); f) distress (e.g. “get nervous myself”); and g) wish-granting (e.g. “leave the doctor’s 
office and reschedule for another time”). Parents are asked to provide their responses on a 7-
point Likert scale, ranging from 1 (very unlikely) to 7 (very likely). Each subscale is 
computed by averaging ratings across the 12 vignettes, with reverse-scoring when 
appropriate. Thus, each scale consisted of 12 items, except for the wish-granting scale, which 
was made up of only 10 items. 
;;!!
Previous principal components factor analysis has revealed two factors (Spinrad et al., 
2007). The first factor reflects supportive reactions to negative emotions, consisting of the 
emotion-focused, problem-focused and expressive encouragement subscales. The second 
factor represents unsupportive reactions to child distress, consisting of the punitive and 
minimising subscales. Spinrad et al (2007) found that the distress and wish-granting 
subscales did not factor with any of the other scales, and were therefore excluded from their 
analyses. This procedure has been followed in subsequent research (e.g. Gudmundson & 
Leerkes, 2012; Luebbe, Kiel, & Buss, 2011), and was also used in the present study.  
The original CCNES has been widely used in both clinical and developmental 
research as a measure of emotion socialisation, and has demonstrated acceptable internal 
consistency (!s = .69 - .85), and sound test-retest reliability and construct validity (Fabes et 
al., 2002). Since its development in 2004, the toddler version (CTNES) has also been used in 
a number of studies (e.g. Engle & McElwain, 2011; Gudmundson & Leerkes, 2012; Luebbe 
et al., 2011; Premo & Kiel, 2014; Spinrad et al., 2007) and has demonstrated acceptable to 
excellent internal consistency for all subscales: emotion-focused (!s = .75 - .76), problem-
focused (!s = .79 - .82), expressive encouragement (!s = .92 - .93), punitive (!s = .78 - .81), 
and minimising reactions (!s = .84 - .85; Spinrad et al., 2007). Researchers have also 
demonstrated good reliability for the supportive and unsupportive composites (!s = .83 - .87 
and .72 - .87, respectively; Luebbe et al., 2011). The CTNES has shown good test-retest 
reliability over a period of two to four months (rs = .65 - .81; Spinrad et al., 2007). Further, 
parental reports on the CTNES predict children’s externalising behaviour and social 
functioning, and correlate with observed maternal sensitivity and warmth, providing support 
for the validity of the measure (Spinrad et al., 2007). Internal consistency of the CTNES 
subscales ranged from acceptable to excellent in the current sample, and was comparable to 
those reported by Spinrad et al (2007). Cronbach’s alpha was .75, .82, and .92 for emotion-
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focused, problem-focused and expressive encouragement scales, respectively, and .81 and .87 
for punitive and minimising reactions. Reliability estimates for supportive and unsupportive 
composites were excellent (both !s = .90).  
Ineffective discipline was assessed using a 13-item version of the Parenting Scale (PS; 
Arnold, O’Leary, Wolff, & Acker, 1993; see Appendix 3). The original Parenting Scale is a 
30-item parent-report measure of dysfunctional discipline practices in parents of children 
aged 2 to16 years. Parents are required to rate their probabilities of using specific discipline 
strategies in response to child misbehaviour over the preceding two months on a 7-point 
Likert scales, each anchored by one effective discipline strategy (e.g. “I speak to my child 
calmly”) and one ineffective discipline strategy (e.g. “I raise my voice or yell”). After 
reverse-scoring, a score of 1 indicates the most effective strategy and a score of 7 indicates 
the most ineffective strategy.  Empirical support for the reliability and validity of the 
Parenting Scale has been demonstrated in community and clinical samples (Duppong Hurley, 
Huscroft-D’Angelo, Tout, Griffith, & Epstein, 2014), including a large sample of Australian 
preschoolers (Arney, Rogers, Baghurst, Sawyer, & Prior, 2008). 
Various approaches have been used to score the Parenting Scale, with the original 
authors proposing a three-factor structure consisting of laxness, overreactivity and verbosity 
(Arnold et al., 1993). Although strong psychometric support for the laxness and 
overreactivity subscales has been demonstrated in subsequent studies, there is limited support 
for the verbosity subscale (Arney et al., 2008; Karazsia, Manfred, van Dulmen & Wildman, 
2008; Reitman et al., 2001). The current study used the three-factor solution reported by 
Rhoades and O’Leary (2007), who conducted confirmatory factor analyses in a sample of 
young children, based on the scoring systems derived from five prior studies. This study 
demonstrated support for a 13-item version consisting of three factors: a) laxness, involving 
permissive and inconsistent discipline (e.g. “When my child doesn’t do what I ask, I often let 
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it go or end up doing it myself”; !s = .69 .74), b) overreactivity, consisting of harsh, coercive, 
emotional discipline and irritability (e.g. “When there is a problem with my child, things 
build up and I do things I don’t mean to do”; !s = .66 - .67), and c) hostility, representing 
physical punishment, cursing and name-calling (e.g. “When my child does something I don’t 
like, I insult my child, say mean things, or call my child names”; !s = .52 - .59). Each factor 
was significantly associated with child behaviour problems, parental anger and marital 
adjustment (Rhoades & O’Leary, 2007), providing support for the validity of this three-factor 
solution. Acceptable internal consistency has also been demonstrated in another clinic-
referred sample recruited from the Karitane Toddler Clinic (!s = .63 - .68; Mence et al., 
2014).  
Although the 5-item overreactivity and laxness subscales of the Parenting Scale 
demonstrated acceptable reliability in the current sample (!s = .69 and .70, respectively), the 
3-item hostility scale demonstrated a level of internal consistency that was unacceptable for 
use in analyses (! = .42). Reliability improved significantly when the physical punishment 
item was removed (“When my child misbehaves, I spank, slap, grab, or hit my child”); 
however, removal of this item would have reduced the scale to only two items. The hostility 
scale was therefore excluded from further analyses. 
Parental depression was measured using the Edinburgh Postnatal Depression Scale 
(EPDS; Cox et al., 1987; see Appendix 4). The EPDS is a 10-item self-report measure, with 
eight items inquiring about depression, and two inquiring about anxiety symptoms (e.g. 
feeling worried and anxious, or scared and panicky). Parents are provided with a statement 
about a depressive or anxious symptom (e.g. “I have felt sad or miserable”), and are asked to 
indicate how frequently they have experienced that symptom in the past seven days on a 4-
point scale (from yes, most of the time to no, not at all). Scores are summed (after reverse-
scoring of some items), with higher scores indicating greater symptom severity.  
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The EPDS is the most commonly used screening instrument for postnatal depression 
(Boyd, Le & Somberg, 2005; Wylie, Hollins, Marland, Martin, & Rankin, 2011), and its 
reliability and validity has been well-documented (Cox et al., 1987; Gibson, McKenzie, 
McHarg, Shakespeare, Price, & Gray, 2009). Good internal consistency has been 
demonstrated in postnatal mothers (! = .87; Cox et al., 1987) and fathers (! = .81; Matthey, 
Barnett, Kavanagh, & Howie, 2001), and excellent test-restest reliability was recently shown 
in a community sample of Australian mothers (ICC = .92; Kernot, Olds, Lewis, & Maher, 
2015). The EPDS has also been validated in a sample of non-postnatal mothers (Cox, 
Chapman, Murray, & Jones, 1996; mean age = 3 years, 9 months), supporting the suitability 
of this measure for the current sample. Although there is some support for a three-factor 
solution consisting of a depressive symptoms scale, an anhedonia scale and an anxiety scale 
(Tuohy & McVey, 2008), the total score was more reliable in the present sample, and is the 
most widely-used scoring method.  The total EPDS scale demonstrated good internal 
consistency (! = .84) in the current sample. 
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2.2.2 Child behaviour and characteristics 
Child conduct problems and callous-unemotional (CU) traits were measured using 
the method developed by Dadds et al (2005), which involves combining items from the 
Antisocial Process Screening Device (APSD; Frick & Hare, 2001) and the Strengths and 
Difficulties Questionnaire (SDQ; Goodman, 1997), commonly referred to as the UNSW 
system (e.g. Pasalich et al., 2012a; 2012b; 2014). The APSD (Frick & Hare, 2001) is a 20-
item self-report measure of psychopathic traits, adapted for use with children from the adult 
Psychopathy Checklist – Revised (PCL-R; Hare, 1991). The UNSW method uses the 
prekindergarten version of the APSD, making it more suitable for young children. Each item 
is scored on a 3-point scale, from 0 (“not at all true”) to 2 (“definitely true”). The APSD can 
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be completed by parents, teachers or older children, but was completed by parents in the 
current study. A three-factor solution, consisting of impulsivity, narcissism and callous-
unemotional traits, has been used to score the APSD (Frick, Barry & Bodin, 2000); however, 
concerns regarding the validity of the APSD have been raised in the literature, with some 
studies demonstrating considerable overlap between items designed to assess psychopathy, 
and those designed to assess more general conduct problems (Burns, 2000; Frick et al., 
2000).  
To address this issue, Dadds et al (2005) conducted a joint factor analysis of the 
APSD with a measure of more general emotional and behavioural problems, the Strengths 
and Difficulties Questionnaires (SDQ; Goodman, 1997). The SDQ is a 25-item behavioural 
rating scale measuring adjustment and psychopathology in children and adolescents 
(Goodman, 1997), with responses ranging from 0 to 2. It can be scored to obtain a total 
difficulties score, or can be split into five subscales: hyperactivity, prosocial behaviour, and 
conduct, emotional and peer problems. Although the current study utilised the parent-report 
version, a child self-report version is also available. The SDQ has evidenced sound reliability 
and validity in community and clinical samples (Goodman, 1997; Goodman, 2001; Hawes & 
Dadds, 2004). It is highly correlated with the Child Behavior Checklist (CBCL; Achenbach, 
1991), and despite being shorter in length, is able to detect internalising and externalising 
disorders with equal accuracy (Goodman & Scott, 1999). 
Two distinct factors emerged from the APSD and SDQ following factor analysis 
(Dadds et al., 2005): an antisocial factor, consisting of the more severe conduct problem 
items from the SDQ (e.g. “Often fights with other children or bullies them”) and the APSD 
(e.g. “intentionally breaks important rules”), and a callous-unemotional (CU) factor, 
consisting primarily of prosocial items from the SDQ (e.g. “kind to younger children”; 
negatively coded) and items from the APSD CU subscale (e.g. “Feels bad or guilty when 
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he/she does something wrong”). Three additional factors emerged from this analysis (anxiety, 
hyperactivity and peer problems), but these were not used in the present study. There were 
low correlations between the factors, and CU traits predicted antisocial behaviour over 12 
months, even after controlling for antisocial behaviour at Time 1 (Dadds et al., 2005). The 
UNSW system has been extensively described and validated (e.g. Dadds et al., 2011; Pasalich 
et al., 2012b), with good internal consistency demonstrated for the antisocial (!s = .77 - .85) 
and CU scales (!s = .69 - .90) in clinic-referred samples ranging from 3 to 12 years (Dadds et 
al., 2014; Pasalich et al., 2011; Pasalich et al., 2012a). The reliability and validity of this 
system has also been demonstrated in children aged 2 to 5 years at the Karitane Toddler 
Clinic (Hawes et al., 2012).  
Parents in the present study completed the full 20-item APSD and the necessary items 
from the SDQ (see Appendix 5). The relevant scores were averaged to create independent 
measures of conduct problems (11 items) and CU traits (9 items). Although most prior 
studies using the UNSW method have included a multi-informant measure of CU traits (e.g. 
Pasalich et al., 2011; Pasalich et al., 2014), which represents the proportion of reporters rating 
the child as ‘high CU traits’ (i.e. within the top one-third of CU scores), this was not possible 
in the present study due to the availability of only one informant. Acceptable to good internal 
consistency was observed for the conduct problems and CU traits scales in the current sample 
(!s = .71 and .81, respectively). 
Child emotional reactivity was measured using the parent-report version of the Child 
Behaviour Checklist/1.5-5 (CBCL/1.5-5; Achenbach & Rescorla, 2000; see Appendix 6). The 
CBCL/1.5-5 is a well-established rating scale used to assess a wide range of behavioural and 
emotional issues in preschool age children (Achenbach & Rescorla, 2000). The measure 
consists of 99 items, each describing a different behavioural or emotional problem. Parents 
are asked to rate how true each item is of their child based on their behaviour within the past 
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2 months, with scores ranging from 0 (not true) to 2 (very true or often true). The CBCL/1.5-
5 can be scored to yield a range of subscales, including the following seven syndromes: 
aggressive behaviour, anxious/depressed, attention problems, emotionally reactive, somatic 
complaints, withdrawn, and sleep problems (Rescorla, 2005). Scores are obtained by 
summing the ratings for items within each syndrome. Syndrome scores can also be 
aggregated to yield a broad-band externalising scale (aggressive behaviour and attention 
problems) and an internalising scale (emotionally reactive, anxious/depressed, somatic 
complaints and withdrawn), as well as the DSM-oriented scales based on criteria from the 
fourth Diagnostic and Statistical Manual of Mental Disorders (DSM-IV; APA, 2000). Prior 
studies have demonstrated internal consistency estimates ranging from .66 to .92 for the 
syndrome scales, with a mean test-retest correlation of .85 (Achenbah & Rescorla, 2000; 
Rescorla, 2005).  
The 9-item emotionally reactive syndrome scale was selected to assess emotional 
reactivity in the present study (e.g. “Sudden changes in mood or feelings”; “Disturbed by any 
change in routine”). This scale has been used as an independent measure of child adjustment 
in previous research (Volling et al., 2014). Acceptable internal consistency was observed for 
the emotionally reactive scale in the current sample (! = .70). 
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2.2.3 Parent-child relationship 
Quality of the parent-child relationship was assessed using an observational 
procedure. Direct observation provides unique information regarding parent-child dynamics 
that may occur outside of awareness, enhancing objectivity and ecological validity (Hawes, 
Dadds & Pasalich, 2013). Parent-child interactions were videotaped during a structured task 
involving three components, each lasting approximately five minutes: 1) child-led play, in 
which the parent was instructed to allow the child to lead the play while the parent followed; 
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2) parent-led play, in which parents were instructed to choose the game and take charge of 
the play; and 3) clean-up, in which parents instructed the child to pack the toys away without 
assistance. This procedure is intended to vary the degree of control required by the parent, 
thus eliciting typical patterns of compliance, oppositional and disruptive behaviours, 
parenting strategies and interactions. It is regarded as an effective observational procedure for 
eliciting problem behaviours and interaction patterns in families of young children, and has 
been used extensively in prior research (Hawes et al., 2013; Mence et al., 2014).  
Independent observers coded the videos for mutually responsive orientation (MRO; 
Aksan, Kochanska & Ortmann, 2006; Kochanska, 1997b). The MRO coding system has 
excellent psychometric properties (Aksan et al., 2006) and has been used extensively in 
research to assess warmth, responsiveness and shared positive affect in the relationship 
between parents and their young children (e.g. Kim & Kochanska, 2012; Kochanska et al., 
2013). Although the original authors have typically coded MRO from interactions across a 
range of contexts (e.g. play, chores, snack time) and for longer time periods (e.g. 65 to 77 
minutes; Kochanska et al., 2013), such an extensive observational procedure was not possible 
in the current study given the practical constraints of the setting. Other researchers have 
successfully used a brief play task to assess MRO (Bernier, Carlson, Deschenes, & Matte-
Gagne, 2012; Hawes et al., 2012); therefore, coding of the 15-minute structured play task was 
considered sufficient for the aims of the present study. 
Coders were instructed to watch the entire context, focusing on the dyad rather than 
the individual, and assign one overall MRO rating for each dyad, ranging from 1 (very untrue 
of the dyad; very low MRO, poor relationship) to 5 (very true of the dyad; very high MRO, 
excellent relationship). In order to arrive at the rating, coders were to consider the following 
four dimensions: a) coordinated routines (e.g. “the dyad displays coordinated activity and 
settles comfortably into routine activities”); b) harmonious communication (e.g. “both verbal 
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and nonverbal aspects of communication flow smoothly”); c) mutual cooperation (e.g. “dyad 
effectively resolves potential sources of conflict”); and d) emotional ambience (e.g. “overall 
emotional ambiance is positive and warm”). Coding procedures were based on those outlined 
by the original authors, with the addition of some brief notes to assist coders to arrive at a 
rating. Detailed coding instructions are provided in Appendix 7. 
Observers were trained on the MRO coding system until an acceptable level of 
reliability was reached, with regular coding meetings to prevent coder’s drift. One observer 
then coded all of the videos, and approximately 33% were coded by a second observer 
(author AJ) to evaluate inter-rater reliability. Cohen’s (1960) kappa was .84, indicating an 
excellent level of agreement between observers (Landis & Koch, 1997). Reliability was 
comparable to research conducted by the original authors, who have demonstrated kappas of 
.76 to .83 (Kim & Kochanska, 2012; Kochanska et al., 2013). Although the observers were 
involved with recruitment, data collection and clinical assessment of participating families, 
they were blind to participant’s individual scores on the questionnaire measures. 
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2.3 Procedure 
Ethics approval for this study was obtained from the South West Sydney Local Health 
District Human Research Ethics Committee (see Appendix 8 for approval documents). 
Eligible families were identified at the point of initial assessment at the Toddler Clinic, which 
consisted of a clinical interview, completion of demographic information and formal 
measures, and participation in the structured play task. Verbal and written information about 
the research was provided at this assessment by either a member of the research team, or by a 
member of the clinical team who was not their primary clinician. Participants were informed 
that their decision whether or not to participate in the study would not affect their treatment at 
the clinic, and that they were free to withdraw at any time. 
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Written consent was obtained from primary caregivers (usually the mother) for 
themselves and their child to participate in the research, and participants were given a 
detailed information sheet (see Appendix 9, 10 and 11 for copies of the Participant 
Information Statement and Consent Forms). Consent included permission for relevant 
information from their clinical assessment, including their videotaped interaction task, to be 
used for the purposes of the study. Parents were instructed to complete the questionnaire pack 
at home and return it to the researcher or clinical staff at either their PCIT information 
session, or at the beginning of their first treatment session. Data was excluded from analyses 
if questionnaires were returned after this point. All data was therefore obtained before parents 
had commenced the active phase of treatment, thus minimising any potential treatment 
effects.  
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2.4 Analytic plan 
All questionnaires were screened for missing data on receipt, and participants were 
asked to complete missing items where possible. When this was not possible, missing values 
on the CBCL were replaced by 0, in accordance with the manual (Achenbach & Rescorla, 
2000) and consistent with other early childhood research (e.g. Huhtala et al., 2012). For each 
of the subscales of the CTNES, APSD/SDQ and PS, missing values were replaced by the 
mean of the respondent’s scores on the other items within that subscale. This method is 
recommended by Howard and Tinsley (2000) as a conservative and simple strategy for 
dealing with missing values. Subscale scores were then calculated for each of the measures 
by summing or averaging scores across items.  
All analyses were performed using IBM SPSS Statistics (Version 19). Descriptive 
statistics (mean, standard deviation and range) were computed for each variable. Cronbach’s 
alpha was calculated for each subscale to assess internal consistency in the current sample. 
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Cohen’s Kappa was calculated to assess inter-rater reliability for coding of the observational 
variable (MRO). Bivariate correlations were calculated to examine associations between key 
parent variables (CTNES subscales and composite scores; Parenting Scale subscales; EPDS 
total score) and child variables (CBCL; APSD/SDQ conduct problems and CU scales), and to 
identify potential covariates (e.g. child age, child gender, parent age and SES).  
Hierarchical multiple regression analyses were conducted to identify unique 
predictors of conduct problems and CU traits, and to examine the moderating role of child 
temperament. To maximise power, separate analyses were conducted for the two aspects of 
child temperament (emotional reactivity and CU traits). Regression models involving only 
self-report variables were conducted for the full sample (N = 87), and models involving the 
observational variable were conducted with the reduced sample (n = 55). Demographic 
variables associated with parenting and child behaviour (child age, gender and SES) were 
controlled for in all regression analyses. For each model, an additional analysis was 
conducted that included parenting variables known to be associated with the dependent 
variables, namely negative parenting and parental depression. Models were tested both with 
and without these parent variables to ensure that any effects were not diluted by reduced 
power. For regression models that included interactions, the main effect and interaction terms 
were mean-centred (i.e. raw score minus the mean) to minimise multicollinearity (Aiken & 
West, 1991). 
!  
??!!
3 RESULTS 
3.1 Descriptive statistics 
Descriptive statistics for all variables are presented in Table 1. The means in the 
current sample were comparable to (i.e. within 1 SD of) those reported by the original authors 
for the majority of variables, when this information was available. Means for the supportive 
and unsupportive subscales of the CTNES were within one SD of those reported by Spinrad 
et al. (2007). Means for the Parenting Scale laxness and overreactivity variables were 
comparable to those reported by Rhoades & O’Leary (2007), and to those reported by Mence 
et al (2014) in a clinic-referred sample from the same setting. Average conduct problem 
scores were comparable to those reported by Dadds et al (2005). Notably, however, the mean 
scores for CU traits in the current clinic-referred sample (M = 8.64; SD = 3.47) were between 
1 and 2 SDs above those reported by Dadds et al (2005) for children aged 4 to 6 years in their 
community sample (M for boys = 5.57; SD = 2.55; M for girls = 4.63; SD = 2.15).  
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3.2 Bivariate associations 
3.2.1 Bivariate associations among parent variables 
Bivariate correlations between parent variables (parental reactions to child emotion, 
overreactivity, laxness and depression), child variables (conduct problems, CU traits and 
emotional reactivity) and relationship variables (MRO) are shown in Table 2. Bivariate 
correlations among specific parental reactions were generally consistent with the 
conceptualization of supportive and unsupportive parental reactions as distinct constructs, 
and with the factor analysis conducted by Spinrad et al (2007). Punitive reactions were 
negatively associated with expressive encouragement (r = -.29, p < .01), and were not 
significantly correlated with emotion-focused or problem-focused reactions (ps > .06). 
Minimising reactions were not correlated with problem-focused or expressive encouragement  
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Table 1: Descriptive statistics for key variables. 
Measure Variable Mean (SD) 
 
Min. Max. 
CTNES Emotion-focused reactions 
 
5.61 (0.68) 4.08 6.92 
 Problem-focused reactions 
 
6.13 (0.67) 4.50 7.00 
 Expressive encouragement  
 
4.18 (1.37) 1.42 7.00 
 Punitive reactions 
 
2.69 (0.98) 1.00 5.08 
 Minimising reactions 
 
3.41 (1.22) 1.25 6.25 
 Supportive composite 
 
5.31 (0.70) 3.50 6.83 
 Unsupportive composite 
 
3.05 (1.00) 1.17 5.38 
PS Overreactive parenting 
 
3.41 (1.08) 1.20 6.00 
 Lax parenting 
 
3.05 (0.97) 1.00 6.20 
 Hostile parenting 
 
1.16 (0.56) 0.60 3.20 
EPDS Parental depression 
 
8.33 (4.81) 0.00 19.00 
APSD/SDQ Conduct problems 
 
3.78 (3.27) 0.00 16.00 
 CU traits 
 
8.64 (3.47) 1.00 16.00 
CBCL 
 
Emotional reactivity 4.67 (3.03) 0.00 14.00 
Observation 
 
MRO (n = 55) 3.25 (0.73) 2.00 4.00 
Note: CTNES = Coping with Toddlers’ Negative Emotions Scale; PS = Parenting Scale; EPDS = 
Edinburgh Postnatal Depression Scale; APSD/SDQ = Antisocial Process Screening Device/Strengths 
and Difficulties Questionnaire; CBCL = Child Behavior Checklist; MRO = mutually responsive 
orientation. 
 
reactions (ps > .05).  The only exception was that minimising reactions were positively 
associated with emotion-focused reactions (r = .30, p < .01). This may be due to some 
similarities between the responses; for example, in Scenario 3 (“If my child loses some prized 
possession…and reacts with tears, I would”), the emotion-focused response (“Distract my 
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child with another toy to make him feel better”) is not necessarily inconsistent with the 
minimising response (“Tell my child that it is not that important”), as both are intended to 
detract attention away from the object of distress.  
Nevertheless, the correlations between the three supportive reactions were significant 
(emotion-focused, problem-focused and expressive encouragement; all ps < .03), as was the 
correlation between the two unsupportive reactions (punitive and minimising; r = .63, p < 
.001). The supportive composite was calculated by averaging the emotion-focused, problem-
focused and expressive encouragement reactions, and the unsupportive composite was the 
mean of punitive and minimising reactions. As expected, the supportive and unsupportive 
composites were not correlated (r = -.134, p = .22). 
Parental reactions to emotion were also related to other parent variables in the 
expected direction. Supportive reactions were negatively associated with overreactive 
parenting (emotion-focused: r = -.24, p < .05; problem-focused: r = -.25, p < .05; supportive 
composite: r = -.23, p < .05), and parental depression (problem-focused: r = -.23, p < .05), 
but not lax parenting. Conversely, unsupportive reactions were positively associated with 
overreactive parenting (punitive: r = .35, p < .01; unsupportive composite: r = .25, p < .05), 
lax parenting  (punitive: r = .22, p < .05; minimising: r = .23, p < .05; unsupportive 
composite: r = .25, p < .05), and depression (punitive: r = .28, p < .01).  All other correlations 
were non-significant.  
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3.2.2 Bivariate associations among child variables 
As predicted, emotional reactivity was significantly associated with conduct problems 
at the bivariate level (r = .36, p < .01); however, CU traits were not associated with conduct 
problems in the full sample. This finding is not entirely unexpected, given that the method 
used to measure conduct problems and CU traits is intended to distinguish the two variables 
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(Dadds et al., 2005), and is consistent with other studies with clinic-referred samples in which 
this method was used (e.g. Pasalich et al., 2014). Interestingly, emotional reactivity and CU 
traits were significantly correlated (r = .25, p < .05). Although a positive correlation between 
emotional reactivity and CU traits was not expected, other studies have also demonstrated a 
positive correlation between CU traits and variables related to emotion dysregulation, such as 
anxiety (Dadds et al., 2005). 
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3.2.3 Bivariate associations between parent and child variables 
At the bivariate level, supportive parental reactions were not associated with conduct 
problems (all ps > .40). Unsupportive reactions, however, were significantly associated with 
conduct problems (punitive: r = .41, p < .001; minimising: r = .31, p < .01; unsupportive 
composite: r = .39, p < .001). Overreactive parenting, but not lax parenting or depression, 
was also associated with conduct problems (r = .24, p < .05). Regarding the association 
between parent variables and child temperament, none of the parent variables were 
significantly associated with children’s emotional reactivity (all ps > .08) or CU traits (all ps 
> .10). The parent-child relationship, as indexed by mutually responsive orientation (MRO), 
was not significantly associated with any of the parent or child temperament variables (all ps 
> .10); however, MRO was inversely associated with conduct problems (r = -.29, p < .05). 
The correlations with key variables were similar for the specific CTNES scales within the 
supportive and unsupportive reactions (e.g. the correlations with child variables were 
comparable for the punitive, minimising and unsupportive composite scales); therefore, the 
supportive and unsupportive composites were used in all subsequent regression analyses.  
!
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Table 2: Bivariate correlations between key variables. 
 Variables 1 2 3 4 5 6 7 8 9 10 11 12 13 
1 Emotion-focused reactions 1.00             
2 Problem-focused reactions .60*** 1.00            
3 Expressive encouragement .23* .34** 1.00           
4 Punitive reactions -.06 -.20† -.29** 1.00          
5 Minimising reactions .30** .12 -.21† .63*** 1.00         
6 Supportive composite .67*** .74*** .84*** -.27* .00 1.00        
7 Unsupportive composite .15 -.02 -.27* .88*** .92*** -.13 1.00       
8 Overreactive parenting -.24* -.25* -.10 .35** .13 -.23* .25* 1.00      
9 Lax parenting .20† -.08 -.16 .22* .23* -.07 .25* .01 1.00     
10 Parental depression -.16 -.23* -.08 .28** .04 -.17 .16 .32** .17 1.00    
11 Conduct problems .08 .07 -.01 .41*** .31** .04 .39*** .24* .09 -.01 1.00   
12 CU traits -.04 -.14 -.01 .17 .02 -.06 .09 .13 -.15 -.10 .14 1.00  
13 Emotional reactivity -.00 -.11 .09 .19† .14 .02 .18† .08 -.02 -.09 .36** .25* 1.00 
14 MRO (n = 55) .08 -.02 -.19 -.10 -.14 -.10 -.13 -.20 .15 -.01 -.29* -.11 .02 
Notes: †p < .10; *p < .05; **p < .01; ***p < .001. 
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Table 3: Bivariate correlations between key variables and ecological factors (r), and t-tests 
comparing male and female children on key variables (t). 
 r t 
Variables Child age Parent age SES Child sex 
Emotion-focused reactions -.14 -.13 -.11 -0.29 
Problem-focused reactions -.20† -.05 -.07 0.76 
Expressive encouragement -.06 .13 .02 2.07* 
Punitive reactions .23* -.03 -.08 -0.85 
Minimising reactions .03 .01 -.01 -0.85 
Supportive composite -.15 .03 -.04 1.48 
Unsupportive composite .14 -.01 -.05 -0.94 
Overreactive parenting .11 -.04 .08 -0.72 
Lax parenting .14 -.19† -.17 -0.61 
Parental depression .06 -.08 -.08 0.08 
Conduct problems .15 -.06 .02 0.28 
CU traits -.07 -.07 .21* -1.08 
Emotional reactivity .09 -.09 .02 -0.96 
MRO (n = 55) .26† -.24† -.00 -0.13 
Notes: †p < .10; *p < .05; **p < .01; ***p < .001. 
 
3.2.4 Associations between key variables and demographic variables 
Associations between key study variables (parent, child and relationship variables) and 
potential covariates are shown in Table 3. Pearson’s r coefficients are presented for associations 
between key variables and child age, parent age and socioeconomic status (SES). The results of 
independent samples t-tests are also presented, comparing male and female children on key study 
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variables. Child age was positively associated with punitive reactions (r = .23, p < .05), such that 
parents of older children reported being more punitive in response to their child’s negative emotion. 
Socioeconomic status (SES) was associated with CU traits (r = .21, p < .05), indicating that families 
living in higher socioeconomic areas had children with higher parent-reported CU traits. All other 
correlations were non-significant. The results of t-tests revealed that parents of female children 
reported more expressive encouragement responses to emotion than parents of male children (Ms = 
4.61 and 3.98, respectively), t(85) = 2.07, p < .05. There were no significant gender differences on 
any other variables.  
 
3.3 Unique associations between ESBs, child temperament and conduct problems 
Hierarchical multiple regression was used to test the hypothesis that parental reactions to emotions 
and child temperament (emotional reactivity and CU traits) would uniquely predict conduct problem 
severity. Two sets of analyses were conducted to test the prediction that temperament would also 
moderate the association between parental reactions and conduct problem severity: one testing the 
moderating role of emotional reactivity, and another testing the moderating role of CU traits. For 
each set of analyses, two separate models were tested. The first included only parental reactions and 
child temperament. The second model controlled for overreactive parenting, lax parenting and 
parental depression. This was done to test the hypothesis that parental reactions are uniquely 
associated with conduct problem severity, independent of global parent variables known to predict 
conduct problems in the broader literature, and because they were associated with dependent, 
independent, or moderator variables at the bivariate level. In all analyses, conduct problems was the 
dependent variable. Child age, child sex and SES were associated with either the parental reactions 
or child temperament variables, and were therefore included as covariates in all analyses. 
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3.3.1 Unique associations between parental reactions and conduct problem severity, and the 
moderating role of emotional reactivity 
An initial regression analysis was conducted to test the hypothesis that parental reactions 
would be associated with conduct problem severity, and that this association would be moderated by 
emotional reactivity. Demographic variables (age, sex and SES) and the main effect of emotional 
reactivity were entered in Step 1. The supportive and unsupportive parental reactions composites 
were then entered in Step 2 to test the unique associations between parental reactions and conduct 
problem severity. The product terms were then entered in Step 3 (emotional reactivity x supportive 
reactions and emotional reactivity x unsupportive reactions) to test for moderation effects. 
Significant interactions were further examined by testing whether the slopes of the regression lines at 
low and high values of emotional reactivity differed significantly from zero (Cohen, West and 
Aiken, 2003; Holmbeck, 2002). This method has been used in similar studies to test the significance 
of simple slopes at low and high levels of emotional lability/negativity (Dunsmore et al., 2013), 
difficult temperament (Kochanska & Kim, 2013), and CU traits (Kochanska et al., 2013). 
Table 4 presents the results of the first regression model.  The overall regression model was 
significant, with the combination of all the variables accounting for 30% of the variance in conduct 
problems, F(8,78) = 4.23, p < .001. Age, sex and SES were not significantly associated with conduct 
problems, and this remained the case in subsequent regression models assessing predictors of 
conduct problem severity. Emotional reactivity was a significant predictor of conduct problems in 
Step 1 (! = .35, SE = .11, p < .01), and remained significant when parental reactions and the 
interaction terms were included (! = .29, SE = .11 p < .01; ! = .31, SE = .11, p < .01, respectively). 
As expected, unsupportive reactions significantly predicted conduct problems when added in Step 2 
(! = .35, SE = .03, p < .01), and remained significant when the interaction terms were added to the 
model (! = .37, SE = .03, p < .001). Importantly, parental reactions accounted for an additional 11% 
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of variance in conduct problems, !F(2,80) = 6.19, p < .01. Furthermore, there was a significant 
interaction between emotional reactivity and unsupportive reactions, ! = .23, SE = .01, p < .05. 
Contrary to predictions, the main effect of supportive reactions, and the emotional reactivity x 
supportive reactions interaction, were not significant.  
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Table 4: Regression analyses examining association between parental reactions and conduct problem 
severity, and the moderating role of emotional reactivity (n = 87). 
Dependent variable Step Independent variables SE  ! R2 R2! 
Conduct problems 1. Child age .04 .13   
  Child sex .72 -.08   
  SES .12 .02   
  Emotional reactivity .11 .35** .15*  
 2. Child age .04 .10   
  Child sex .68 -.09   
  SES .11 .04   
  Emotional reactivity .11 .29**   
  Supportive reactions .04 .08   
  Unsupportive reactions .03 .35** .26*** .11** 
 3.  Child age .04 .10   
  Child sex .68 -.12   
  SES .11 .05   
  Emotional reactivity .11 .31**   
  Supportive reactions .04 .11   
  Unsupportive reactions .03 .37***   
  ER x supportive .01 .08   
  ER x unsupportive .01 .23* .30*** .04 
Notes: †p < .10; *p < .05; **p < .01; ***p < .001; ER = emotional reactivity. 
 
A simple slopes analysis was used to test the hypothesis that unsupportive reactions and 
conduct problem severity would be more strongly related at high levels of emotional reactivity. As 
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shown in Figure 1, regression equations were used to plot mean values for conduct problems at low, 
mean and high values of unsupportive reactions to emotion, as a function of two levels of emotional 
reactivity: low (1 SD below the mean) and high (1 SD above the mean). Consistent with predictions, 
the simple slope analysis demonstrated a significant positive association between unsupportive 
reactions and conduct problem severity at high levels of emotional reactivity (! = .53, SE = .04, p < 
.001), but not at low levels of emotional reactivity (! = .17, SE = .04, p = .19). That is, unsupportive 
reactions predicted conduct problems, but only among children who were highly emotionally 
reactive. 
##
Figure 1: Association between unsupportive parental reactions and conduct problem severity at high 
and low levels of child emotional reactivity. #
In the second regression model, parental depression, overreactive parenting and lax parenting 
were included in Step 1 to test the prediction that parental ESBs would be associated with conduct 
problem severity, even when accounting for other parent factors. Results are shown in Table 5. 
Overreactive parenting was a significant predictor in Step 1 (! = .22, SE = .07, p < .05), whereas 
laxness and depression were not.  
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Table 5: Regression analyses examining association between parental reactions and conduct problem 
severity, and the moderating role of emotional reactivity, controlling for parent variables (n = 87). 
Dependent variable Step Independent variables SE ! R2 R2! 
Conduct problems 1. Child age .04 .10   
  Child sex .71 -.10   
  SES .12 .01   
  Emotional reactivity .11 .33**   
  Parental depression .07 -.07   
  Overreactive parenting .07 .22*   
  Lax parenting .07 .10 .20*  
 2. Child age .04 .09   
  Child sex .69 -.10   
  SES .11 .02   
  Emotional reactivity .11 .28**   
  Parental depression .07 -.08   
  Overreactive parenting .07 .18   
  Lax parenting .07 .03   
  Supportive reactions .04 .11   
  Unsupportive reactions .03 .32** .29** .09* 
 3.  Child age .04 .09   
  Child sex .69 -.12   
  SES .11 .03   
  Emotional reactivity .11 .30**   
  Parental depression .07 -.05   
  Overreactive parenting .07 .14   
  Lax parenting .07 .02   
  Supportive reactions .04 .13   
  Unsupportive reactions .03 .34**   
  ER x supportive .01 .07   
  ER x unsupportive .01 .20† .32** .03 
Notes: †p < .10; *p < .05; **p < .01; ***p < .001; ER = emotional reactivity.  
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Interestingly, when parental reactions to emotion were added in Step 2, overreactive 
parenting was no longer significant. Consistent with hypotheses, unsupportive reactions remained a 
significant predictor of conduct problems when controlling for other parent variables (block 2: ! = 
.32, SE = .03, p < .01; block 3: ! = .34, SE = .03, p < .01), and the inclusion of parental reactions in 
the model explained an additional 9% of variance in conduct problems, !F(2,77) = 4.85, p = .01. 
Although there was a trend for the emotional reactivity x unsupportive interaction to predict conduct 
problems, it was not statistically significant when controlling for negative parenting and depression, 
! = .20, SE = .01, p = .08.  
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3.3.2 Unique associations between parental reactions and conduct problem severity, and the 
moderating role of CU traits 
The next set of regression models tested the hypothesis that CU traits would moderate the 
association between parental reactions to emotions and conduct problem severity. Callous-
unemotional traits were entered with the demographic variables in Step 1, followed by parental 
reactions in Step 2, and the product terms in Step 3. As shown in Table 6, CU traits did not 
significantly predict conduct problems in any of the three steps (all ps > .10). As in the previous 
models, the main effect of unsupportive reactions was significant in Step 2 (! = .39, SE = .03, p < 
.001) and in Step 3 (! = .38, SE = .03, p < .01), and the addition of parental reactions in Step 2 
explained 15% of additional variance in conduct problems, and this was statistically significant 
!F(2,80) = 7.24, p = .001. Contrary to predictions, however, neither of the interaction terms were 
significant, indicating that CU traits did not moderate the association between parental reactions and 
conduct problems. The main effect of supportive reactions and the CU traits x supportive interaction 
were non-significant.  
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Table 6: Regression analyses examining associations between parental reactions and conduct 
problem severity, and the moderating role of CU traits (n = 87). 
Dependent variable Step Independent variables SE ! R2 R2! 
Conduct problems 1. Child age .05 .17   
  Child sex .76 -.07   
  SES .13 -.01   
  CU traits .11 .16 .05  
 2. Child age .04 .13   
  Child sex .72 -.08   
  SES .12 .02   
  CU traits .10 .12   
  Supportive reactions .04 .11   
  Unsupportive reactions .03 .39*** .20** .15** 
 3.  Child age .05 .14   
  Child sex .73 -.08   
  SES .12 .02   
  CU traits .10 .12   
  Supportive reactions .04 .11   
  Unsupportive reactions .03 .38**   
  CU traits x supportive .01 .01   
  CU traits x unsupportive  .01 .03 .20* .00 
Notes: †p < .10; *p < .05; **p < .01; ***p < .001. 
 
The same pattern of results was observed when controlling for overreactive parenting, 
laxness and depression (see Table 7). Again, overreactive parenting was a significant predictor in 
Step 1 (! = .24, SE = .07, p < .05), but was no longer significant when parental reactions were added 
in Step 2. The main effect for unsupportive reactions was significant (Block 1: ! = .35, SE = .03, p < 
.01; Block 2: ! = .34, SE = .03, p < .01), and parental reactions explained an additional 12% of 
variance, !F(2,77) = 5.86, p < .01; however, the interactions between parental reactions and CU 
traits were not significant.  
!*##
Table 7: Regression analyses examining associations between parental reactions and conduct 
problem severity, and the moderating role of CU traits, controlling for parent variables (n = 87). 
Dependent variable Step Independent variables SE ! R2 R2! 
Conduct problems 1. Child age .05 .13   
  Child sex .75 -.09   
  SES .13 -.02   
  CU traits .11 .13   
  Parental depression .08 -.10   
  Overreactive parenting .07 .24*   
  Lax parenting .08 .10 .11  
 2. Child age .04 .12   
  Child sex .72 -.09   
  SES .12 .00   
  CU traits .10 .10   
  Parental depression .07 -.10   
  Overreactive parenting .07 .19   
  Lax parenting .07 .03   
  Supportive reactions .04 .13   
  Unsupportive reactions .03 .35** .23* .12** 
 3.  Child age .05 .13   
  Child sex .73 -.09   
  SES .12 .00   
  CU traits .10 .11   
  Parental depression .08 -.10   
  Overreactive parenting .07 .20†   
  Lax parenting .07 .03   
  Supportive reactions 04 .14   
  Unsupportive reactions .03 .34**   
  CU traits x supportive .01 -.03   
  CU traits x unsupportive  .01 .05 .23* .00 
Notes: †p < .10; *p < .05; **p < .01; ***p < .001#  
!+##
3.3.3 Unique associations between parental reactions and conduct problem severity, controlling 
for emotional reactivity and MRO 
The next set of regression analyses were similar to those described above, but were 
conducted with the subset of the sample for which observational data were available (n = 55). The 
aim of these analyses was to test the hypothesis that parental ESBs are consistent and robust 
predictors of conduct problem severity, over and above the general affective quality of the parent-
child relationship (i.e. mutually responsive orientation; MRO), as measured by independent 
observers. The inclusion of interaction terms was not necessary, as moderation was not the focus of 
these analyses, and their inclusion would have compromised power in the reduced sample. Although 
child temperament was also not a focus, the main effects of emotional reactivity and CU traits were 
included in two separate analyses to control for child-driven effects, and to maintain consistency 
with previous analyses. Age, sex and SES were included as covariates in all analyses, and the 
dependent variable was severity of conduct problems. 
In the first of these models, emotional reactivity was entered with demographic variables in 
Step 1, followed by MRO in step 2, and parental reactions in Step 3. Results are presented in Table 
8. Once again, emotional reactivity was a significant predictor in Step 1 (! = .28, SE = .15, p < .05) 
and Step 2 (! = .27, SE = .14, p < .05); however, it was no longer statistically significant when 
parental reactions were added to the model in Step 3 (p = .07). Mutually responsive orientation 
(MRO) was significantly associated with conduct problem severity in Step 2 (! = .-.34, SE = .61, p < 
.05), and the addition of MRO accounted for 10% of the variance in conduct problems, !F(1,49) = 
6.41, p < .05. Furthermore, MRO remained a unique predictor when parental reactions were included 
in Step 3 (! = .-.28, SE = .58, p < .05). Parental reactions explained an additional 12% of variance in 
the model, !F(2,47) = 4.17, p < .05), and unsupportive (but not supportive) parental reactions 
uniquely and significantly predicted conduct problem severity (! = .36, SE = .04, p < .01).  
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The same pattern of results emerged when controlling for ineffective discipline and parental 
depression (see Table 9). Overreactive parenting, lax parenting and depression were not significant 
predictors of conduct problems in the reduced sample. Again, emotional reactivity was a significant 
predictor in the first two steps (Step 1: ! = .30 SE = .15, p < .05; Step 2: ! = .29, SE = .15, p < .05), 
but not when parental reactions were included in Step 3 (p = .08). Mutually responsive orientation 
(MRO) was a significant predictor in Step 2 (! = .-.31, SE = .64, p < .05), and the addition of MRO 
accounted for 8% of the variance in conduct problems, !F(1,46) = 4.89, p < .05; however, MRO 
only approached significance when parental reactions were included in Step 3 (p = .05). Once again, 
unsupportive reactions to emotion significantly predicted conduct problems (! = .34, SE = .04, p < 
.05), but did not account for a statistically significant proportion of variance in this model, when 
controlling for other parent factors (9%; p = .06). It should be noted that the reduced p-values 
following the addition of ineffective parenting and depression is likely due to reduced power in this 
smaller sample (n = 55); however, this model is reported to demonstrate consistency with previous 
analyses.  
#
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Table 8: Regression analyses examining associations between parental reactions and conduct 
problem severity in the reduced sample (n = 55), controlling for emotional reactivity and MRO. 
Dependent variable Step Independent variables SE ! R2 R2! 
Conduct problems 1. Child age .06 .07   
  Child sex .97 -.08   
  SES .16 .09   
  Emotional reactivity .15 .28* .10  
 2. Child age .06 .16   
  Child sex .92 -.07   
  SES .15 .09   
  Emotional reactivity .14 .27*   
  MRO .61 -.34* .20* .10* 
 3. Child age .06 .18   
  Child sex .89 -.14   
  SES .14 .15   
  Emotional reactivity .14 .23†   
  MRO .58 -.28*   
  Supportive reactions .05 .08   
  Unsupportive reactions .04 .36** .32** .12* 
Notes: †p < .10; *p < .05; **p < .01; ***p < .001. 
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Table 9: Regression analyses examining associations between parental reactions and conduct 
problem severity in the reduced sample (n = 55), controlling for emotional reactivity, MRO and other 
parent variables. 
Dependent variable Step Independent variables SE ! R2 R2! 
Conduct problems 1. Child age .07 .03   
  Child sex .99 -.11   
  SES .16 .08   
  Emotional reactivity .15 .30*   
  Parental depression .11 -.10   
  Overreactive parenting .10 .25†   
  Lax parenting .10 .07 .16  
 2. Child age .07 .12   
  Child sex .95 -.10   
  SES .16 .09   
  Emotional reactivity .15 .29*   
  Parental depression .10 -.09   
  Overreactive parenting .10 .17   
  Lax parenting .10 .11   
  MRO .64 -.31* .24 .08* 
 3. Child age .06 .16   
  Child sex .93 -.15   
  SES .15 .14   
  Emotional reactivity .15 .23†   
  Parental depression .10 -.07   
  Overreactive parenting .10 .07   
  Lax parenting .10 .02   
  MRO .62 -.27†   
  Supportive reactions .05 .08   
  Unsupportive reactions .04 .34* .33* .09† 
Notes: †p < .10; *p < .05; **p < .01; ***p < .001.
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3.3.4 Unique associations between parental reactions and conduct problem severity, controlling 
for CU traits and MRO 
The next regression model tested the hypothesis that parental reactions to emotion would uniquely 
predict conduct problem severity, controlling for CU traits, MRO, and other parent variables. As 
shown in Table 10, CU traits and demographic variables were entered in Step 1, MRO was added in 
Step 2, and parental reactions in Step 3.  
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Table 10: Regression analyses examining associations between parental reactions and conduct 
problem severity in the reduced sample (n = 55), controlling for CU traits and MRO. 
 
Dependent variable Step Independent variables SE  ! R2 R2! 
Conduct problems 1. Child age .06 .12   
  Child sex .99 -.14   
  SES .17 -.07   
  CU traits .14 .35* .12  
 2. Child age .06 .20   
  Child sex .95 -.12   
  SES .17 -.05   
  CU traits .14 .30*   
  MRO .61 -.31* .21* .09* 
 3. Child age .06 .21†   
  Child sex .90 -.19   
  SES .16 .02   
  CU traits .13 .30*   
  MRO .58 -.25†   
  Supportive reactions .05 .14   
  Unsupportive reactions .04 .36** .34** .13* 
Notes: †p < .10; *p < .05; **p < .01; ***p < .001. #  
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Consistent with hypotheses, and unlike results from the full sample, CU traits significantly 
predicted conduct problems in all three blocks (Step 1: ! = .35, SE = .14, p < .05; Step 2: ! = .30, SE 
= .14, p < .05; Step 3: ! = .30, SE = .13, p < .05). As in the previous set of models, lower MRO 
predicted higher levels of conduct problems in Step 2 (! = -.31, SE = .61, p < .05), and the addition 
of MRO explained a significant proportion of the variance in conduct problems (9%), !F(1,49) = 
5.34, p < .05; however, MRO did not remain a unique predictor when parental reactions were added 
in Step 3, although it approached significance (p = .06). As observed in all models so far, 
unsupportive reactions was a significant predictor of conduct problems (! = .36, SE = .04, p < .01), 
and the addition of parental reactions explained a statistically significant 13% of the variance, 
!F(2,47) = 4.72, p = .01. 
When overreactive parenting, lax parenting and depression were added in Step 1, a similar 
pattern emerged (see Table 11). The main effect of CU traits was significant in Step 1 (! = .32, SE = 
.15, p < .05) and Step 3 (! = .30, SE = .14, p < .05), and approached significance in Step 2 (! = .30, 
SE = .14, p = .06). As in the previous model, MRO was significant in Step 2 (! = -.30, SE = .65, p < 
.05) and explained a significant additional 8% of variance in conduct problems, !F(1,46) = 4.47, p < 
.05. However, MRO only approached significance when parental reactions were included in Step 3 
(p = .07). Once again, unsupportive parental reactions were significant predictors of conduct problem 
severity (! = .36, SE = .04, p < .05). Even when controlling for depression and ineffective discipline 
in this subsample, the addition of parental reactions accounted for a significant proportion of 
variance (12%) in conduct problem severity, !F(2,44) = 3.86, p < .05. 
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Table 11: Regression analyses examining associations between parental reactions and conduct 
problem severity in the reduced sample (n = 55), controlling for CU traits, MRO, and other parent 
variables. 
Dependent variable Step Independent variables SE  ! R2 R2! 
Conduct problems 1. Child age .06 .09   
  Child sex 1.02 -.16   
  SES .18 -.06   
  CU traits .15 .32*   
  Parental depression .11 -.11   
  Overreactive parenting .10 .18   
  Lax parenting .11 .07 .15  
 2. Child age .06 .17   
  Child sex .99 -.15   
  SES .17 -.04   
  CU traits .14 .30†   
  Parental depression .10 -.10   
  Overreactive parenting .10 .11   
  Lax parenting .10 .11   
  MRO .65 -.30* .23 .08* 
 3. Child age .06 .20   
  Child sex .95 -.20   
  SES .16 .02   
  CU traits .14 .30*   
  Parental depression .10 -.07   
  Overreactive parenting .10 .01   
  Lax parenting .10 .03   
  MRO .62 -.25†   
  Supportive reactions .05 .13   
  Unsupportive reactions .04 .36* .34* .12* 
Notes: †p < .10; *p < .05; **p < .01; ***p < .001
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3.4 Unique associations between ESBs and CU traits 
A separate set of regression analyses was used to test the hypothesis that parental reactions to 
emotion would uniquely predict CU traits, independent of the severity of conduct problems, and 
independent of ineffective discipline, parental depression, and the quality of the parent-child 
relationship. All analyses controlled for age, sex, SES and conduct problem severity, and the 
dependent variable was CU traits. Separate analyses were conducted with the full sample and the 
reduced sample for which MRO data was available, and each is reported with and without the 
inclusion of parental overreactivity, laxness and depression. In the first of these models, age, sex, 
SES and conduct problems were entered in Step 1, followed by parental reactions in Step 2.  
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Table 12: Regression analyses examining associations between parental reactions and CU traits, 
controlling for conduct problem severity (n = 87). 
Dependent variable Step Independent variables SE  ! R2 R2! 
CU traits 1. Child age .05 -.10   
  Child sex .78 .13   
  SES .13 .21†   
  Conduct problems .11 .15 .09  
 2. Child age .05 -.11   
  Child sex .80 .12   
  SES .13 .21†   
  Conduct problems .13 .14   
  Supportive reactions .05 -.05   
  Unsupportive reactions .03 .04 .09 .00 
Notes: †p < .10; *p < .05; **p < .01; ***p < .001. 
 
As shown in Table 12, the overall model was not significant, with all variables in 
combination accounting for only 9% of the variance in CU traits, F(6,80) = 1.33, p = .25. Although 
SES was positively correlated with CU traits at the bivariate level, this reduced to a trend when 
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entered with other variables in the regression model (p = .05). Contrary to hypotheses, conduct 
problem severity, supportive reactions and unsupportive reactions were not significantly associated 
with CU traits (all ps > .10). The same pattern emerged when ineffective discipline and parental 
depression were included in Step 1 (see Table 13). Again, the overall model was non-significant, 
F(9,77) = 1.22, p = .30, and none of the key variables significantly predicted CU traits (all ps > .20).     
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Table 13: Regression analyses examining associations between parental reactions and CU traits, 
controlling for conduct problem severity and other parent variables (n = 87). 
Dependent variable Step Independent variables SE  ! R2 R2! 
CU traits 1. Child age .05 -.09   
  Child sex .79 .13   
  SES .13 .17   
  Conduct problems .12 .13   
  Parental depression .08 -.09   
  Overreactive parenting .08 .12   
  Lax parenting .08 -.12 .12  
 2. Child age .05 -.09   
  Child sex .81 .12   
  SES .13 .17   
  Conduct problems .13 .11   
  Parental depression .08 -.11   
  Overreactive parenting .08 .10   
  Lax parenting .08 -.13   
  Supportive reactions .05 -.05   
  Unsupportive reactions .04 .08 .12 .01 
Notes: †p < .10; *p < .05; **p < .01; ***p < .001. 
 
A similar set of regression models was tested in the reduced sample for which observational 
data was available. These models included an additional step to test whether parental reactions to 
emotion predicted CU traits when controlling for the affective quality of the parent-child relationship 
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(i.e. MRO). The results of the first model are presented in Table 14. As in the previous two models, 
demographic variables and the severity of conduct problems were entered in Step 1. Mutually 
responsive orientation was entered in Step 2, followed by parental reactions in Step 3.   
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Table 14: Regression analyses examining associations between parent reactions and CU traits in the 
reduced sample (n = 55), controlling for conduct problem severity and MRO. 
Dependent variable Step Independent variables SE  ! R2 R2! 
CU traits 1. Child age .06 -.02   
  Child sex .89 .26*   
  SES .15 .38**   
  Conduct problems .13 .28* .29**  
 2. Child age .06 -.01   
  Child sex .90 .26*   
  SES .15 .39**   
  Conduct problems .14 .27*   
  MRO .64 -.03 .29** .00 
 3. Child age .06 -.00   
  Child sex .93 .24†   
  SES .15 .36**   
  Conduct problems .15 .30*   
  MRO .63 -.05   
  Supportive reactions .05 -.22†   
  Unsupportive reactions .04 -.04 .34** .05 
Notes: †p < .10; *p < .05; **p < .01; ***p < .001. 
 
In contrast to the full sample, conduct problems significantly predicted CU traits in the 
reduced sample, at all three steps (Step 1: ! = .28, SE = .13, p < .05; Step 2: ! = .27, SE = .14, p < 
.05; Step 3: ! = .30, SE = .15, p < .05). Child sex was a significant predictor in the first two steps 
(Step 1: ! = .26, SE = .89, p < .05; Step 2: ! = .26, SE = .90, p < .05), and SES was a significant 
predictor in all steps (Step 1: ! = .38, SE = .15, p < .01; Step 2: ! = .39, SE = .15, p < .01; Step 3: ! = 
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.36, SE = .15, p < .01). The overall model was also significant, with all variables accounting for 34% 
of the variance in CU traits, F(7,47) = 3.43, p < .01; however, MRO was not a significant predictor 
of CU traits (ps > .70), and the addition of MRO in Step 2 did not account for a significant 
proportion of variance in CU traits (p = .82). Supportive parental reactions approached significance 
(! = -.22, SE = .05, p = .08), unsupportive reactions were not significant (p = .79), and the addition of 
parental reactions in Step 3 did not account for a significant proportion of variance in CU traits (p = 
.21).  
The same pattern of results emerged when parental depression and ineffective discipline were 
included in the model at Step 1 (see Table 15). Once again, conduct problems predicted CU traits in 
Step 1 (! = .26, SE = .13, p < .05) and Step 3 (! = .29, SE = .15, p < .05), and approached 
significance in Step 2 (p = .06). Child sex was also significant in Step 1 (! = .26, SE = .93, p < .05) 
and Step 2 (! = .26, SE = .94, p < .05), and approached significance in Step 3 (p = .07). 
Socioeconomic status remained positively associated with CU traits in all steps (Steps 1 and 2: ! = 
.36, SE = .15, p < .01; Step 3: ! = .33, SE = .16, p < .05). The overall model was significant, 
explaining 36% of the variance in CU traits, F(10,44) = 2.46, p < .05. Again, MRO was not a 
significant predictor, and did not account for a significant additional proportion of variance in CU 
traits (all ps > .90). Supportive reactions approached significance (p = .09); however, unsupportive 
reactions were not significant (p = .91), and the inclusion of parental reactions in Step 3 did not 
explain a significant additional proportion of variance in CU traits (p = .22).   
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Table 15: Regression analyses examining associations between parental reactions and CU traits in 
the reduced sample (n = 55), controlling for conduct problem severity and other parent variables. 
Dependent variable Step Independent variables SE ! R2 R2! 
CU traits 1. Child age .06 -.02   
  Child sex .93 .26*   
  SES .15 .36**   
  Conduct problems .13 .26*   
  Parental depression .10 -.01   
  Overreactive parenting .10 .11   
  Lax parenting .10 -.11 .31*  
 2. Child age .06 -.02   
  Child sex .94 .26*   
  SES .15 .36**   
  Conduct problems .14 .26†   
  Parental depression .10 -.01   
  Overreactive parenting .10 .11   
  Lax parenting .10 -.12   
  MRO .67 .01 .31* .00 
 3. Child age .07 -.02   
  Child sex .96 .24†   
  SES .16 .33*   
  Conduct problems .15 .29*   
  Parental depression .10 -.04   
  Overreactive parenting .11 .08   
  Lax parenting .10 -.12   
  MRO .66 -.01   
  Supportive reactions .05 -.22†   
  Unsupportive reactions .05 -.02 .36* .05 
Notes: †p < .10; *p < .05; **p < .01; ***p < .00.
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4 DISCUSSION 
Growing research has indicated that parental emotion socialisation behaviours (ESBs) are 
associated with conduct problem severity in early childhood; however, limited research exists on the 
interactions between parental ESBs and temperament-related child characteristics, particularly in 
clinical samples. The purpose of the present study was to fill this gap in the literature, by examining 
the association between parent-reported reactions to children’s negative emotions and conduct 
problem severity, and the moderating role of child temperament, in clinic-referred children under 5 
years of age. The study also sought to examine associations between parental ESBs and CU traits, 
which are now well-established markers of severe and chronic antisocial behaviour, and have been 
increasingly linked to emotion-related family variables. 
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4.1 Overview of key findings 
The first aim of the present study was to examine whether parental reactions to negative 
emotions are uniquely associated with conduct problems in clinic-referred toddlers. Consistent with 
hypotheses, a robust positive association between parent-reported unsupportive (punitive and 
minimising) reactions and the severity of conduct problems emerged across analyses. This is 
consistent with findings from a prior clinical study with an older age group, in which parents who 
were more annoyed and confused by negative emotions, and believed that they should be changed as 
quickly as possible, had children with more severe conduct problems (Pasalich et al., 2014). It is also 
consistent with research showing that parents of children with externalising problems use more 
punitive and minimising responses to emotions than parents of typically developing children (Raval 
& Martini, 2011). Furthermore, these results align with research linking unsupportive responses to 
severity of conduct problems in typically developing children (e.g. Lukenheimer et al., 2007; Tao et 
al., 2011).   
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Importantly, the relation between unsupportive parental reactions and conduct problem 
severity remained significant after controlling for ineffective discipline and parental depression. 
Although overreactive parenting was related to conduct problems at the bivariate level – a finding 
consistent with prior research in this population (Mence et al., 2014) – this association was no longer 
significant once parental ESBs and temperament were included in the model. Furthermore, parental 
laxness and depression were not associated with conduct problems, despite prior evidence for the 
role of these factors in disruptive behaviour problems (Ashman et al., 2008; Burke et al., 2002; Choe 
et al., 2014; Goodman et al., 2011; Hoeve et al., 2009; Mesman et al., 2009). These results suggest 
that parental reactions to emotions are associated with conduct problems independently of ineffective 
discipline and parental psychopathology, and may even be more proximal to conduct problems in 
clinic-referred toddlers. 
It is possible that clinic-referred children are more sensitive to the effects of unsupportive 
emotion-related parenting than the effects of parental discipline. Furthermore, the influence of 
parental ESBs may be particularly important in early childhood, when children are learning to 
regulate their own emotions (Tremblay et al., 2005), with the influence of ineffective discipline and 
parental depression becoming more pronounced as children get older. These potential developmental 
effects may help to explain why studies with high-risk and community samples of school-age 
children have demonstrated that the relation between parental ESBs and conduct problems was not 
significant when controlling for other parent variables, such as global parenting style, ineffective 
discipline and parental psychopathology (Duncombe et al., 2012; Tao et al., 2010).  
Interestingly, the association between unsupportive responses to emotions and conduct 
problems remained significant, even after controlling for the affective quality of the parent-child 
relationship. This finding suggests that parental ESBs do not simply reflect the general emotional 
tone of parent-child interactions, but represent a specific aspect of parenting that is uniquely 
associated with child behaviour. It is also noteworthy that unsupportive reactions and the quality of 
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the relationship were uncorrelated, but were both independent predictors of conduct problem 
severity. While one would expect an emotion-discouraging parenting style to be associated with a 
more general lack of warmth and responsiveness in parent-child interactions, these results suggest 
that they represent two distinct constructs that independently contribute to child behaviour. Indeed, 
the purpose of the MRO coding system is to look beyond the behaviours and emotions of the 
individuals and capture the quality of the relationship at the dyadic level, with a factor analysis 
confirming that MRO is distinct from the responsiveness and positive affectivity of parents and 
children individually (Aksan et al., 2006); therefore, this finding is not entirely surprising. 
Furthermore, the quality of the relationship predicted conduct problems, even after controlling for 
ineffective discipline and parental depression. These findings align with those of Fosco, Stormshack, 
Dishion and Winter (2012), who demonstrated that a positive and connected parent-child relationship 
predicted lower conduct problems in adolescence, independent of parental control and monitoring. 
More broadly, these results contribute to the growing research on the importance of emotion-related 
parenting and parent-child interactions in the etiology and maintenance of conduct problems 
(Dishion & McMahon, 1998; Gardner et al., 2003; Hill, 2002; Hoeve et al., 2009; Knox et al., 2011; 
Kochanska et al., 2013; Mesman et al., 2009; Pasalich et al., 2011; Stormshack et al., 2000). 
Parents’ supportive reactions to emotion were not found to be associated with conduct 
problem severity in this sample. The hypothesis that both supportive and unsupportive ESBs would 
be significantly related to conduct problems is therefore only partially supported; however, this 
finding is consistent with much of the literature (Lukenheimer et al., 2007; O’Neal & Magai, 2005; 
Spinrad et al., 2007; Tao et al., 2010). For example, Spinrad et al (2007) found an association 
between unsupportive, but not supportive, parental reactions and externalising problems in a 
community sample of toddlers. Furthermore, Raval and Martini (2011) found that unsupportive, but 
not supportive, reactions distinguished school-age children with externalising problems from 
typically developing children. Others have revealed a significant association between conduct 
*'##
problems and emotion dismissing, but not emotion coaching, in children aged 8 to 11 years 
(Lukenheimer et al., 2007), and O’Neal and Magai (2005) found that punitive, neglectful or 
escalating responses, but not supportive responses, predicted externalising problems in children aged 
11-14 years.  
The finding that only unsupportive reactions to emotions were associated with conduct 
problem severity also fits with the broader literature on parenting and conduct problems. For 
instance, meta-analytic research has revealed larger effect sizes for negative parental support, such as 
hostility and rejection, compared to positive aspects of support, such as warmth (Hoeve et al., 2009). 
It has also been suggested that high levels of stress and adversity in families may obscure the effects 
of positive parenting practices on child outcomes, with negative parenting practices emerging as the 
most prominent factors (Kochanska & Kim, 2013). For instance, Kochanska and Kim (2013) failed 
to find a beneficial effect of positive parenting on behaviour problems in a low-income sample 
characterised by high levels of stress and adversity, but demonstrated protective effects of positive 
parenting in a low risk sample (Kim & Kochanska, 2012). It is possible that high levels of conduct 
problems and socioeconomic disadvantage in the current sample reduced the significance of 
supportive ESBs.  
The second aim of the present study was to examine whether specific dimensions of child 
temperament moderate the association between parental ESBs and conduct problem severity. As 
predicted, the association between unsupportive reactions and conduct problems was moderated by 
emotional reactivity, such that the relation was significant for children who are highly reactive, but 
not for those low in reactivity. This is consistent with the findings of Dunsmore et al (2013; 2015), 
who found the same result for emotion coaching in a clinic-referred sample aged 7 to 14 years. The 
finding is also consistent with broader research indicating that affective family processes are 
particularly important for the development of self-regulation skills in children with high levels of 
negative emotionality (Kim & Kochanska, 2012). Furthermore, the interaction between parental 
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ESBs and emotional reactivity fits with theoretical models of conduct problems, such as 
developmental psychopathology and diathesis-stress models, which propose that temperament may 
serve as a risk factor that interacts with parenting to predict psychopathology (Belsky & Pluess, 
2009; Kiff et al., 2011).  
The finding that emotional reactivity moderates the association between parental ESBs and 
conduct problems is consistent with the notion that children who are susceptible to high emotional 
arousal may have difficulty internalising parental values when faced with harsh discipline, thus 
disrupting the process of parental socialisation and increasing the risk of externalising problems 
(Frick & Morris, 2004; Kochanska, 1997a). Children with a more reactive and dysregulated 
temperament may also be more likely to evoke unsupportive parental reactions and become involved 
in coercive parent-child interactions (Scaramella & Leve, 2004). For example, parents with 
emotionally reactive children may use increasingly punitive and minimising strategies over time in 
an attempt to reduce their frequent expressions of negative emotion. Such responses may have the 
opposite effect, however, increasing their child’s arousal and contributing to more severe conduct 
problems and reactive aggression (Scaramella & Leve, 2004). This may result in further frustration 
and stress for parents and increased use of punitive/minimising strategies, which may maintain 
conduct problems over time. This result may also provide support for the multidimensional model of 
oppositional behaviour proposed by Stingaris and Goodman (2009). This model identified an 
‘irritability’ dimension of oppositional behaviour that is associated with negative emotionality, poor 
regulation and elevated internalising problems, and may be associated with unique environmental 
factors. 
Contrary to predictions, CU traits did not moderate the association between parental ESBs 
and conduct problems. Although the results of a number of studies with preschool and school-age 
children have indicated that warmth and responsiveness is particularly important for children high in 
CU traits (Kroneman et al., 2011; Pasalich et al., 2011; Hawes et al., 2012; Kochanska et al., 2013), 
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there are others who have not found such a result (Falk & Lee, 2012; Hipwell et al., 2007; Hyde et 
al., 2013). For instance, Hyde et al (2013) found that callous and deceitful behaviours did not 
moderate the association between positive parental support and change in conduct problems from 
ages 2 to 4 years, and Hipwell et al (2007) found that parental warmth was more closely associated 
with conduct problems in school-age girls with low CU traits. Although Pasalich et al (2012a) found 
that maternal focus on emotions predicted lower conduct problems in clinic-referred children with 
high CU traits, it is possible that the explicit discussion of negative emotions (particularly fear) is 
particularly helpful for high CU children who display fearlessness, low empathy and impaired fear 
recognition, whereas parental responses to emotional displays may not be as important for these 
children. 
It is possible that the inconsistencies between the current findings and prior research may 
reflect developmental effects to some extent. Prior research with toddlers has found that the 
association between warmth and responsiveness in the parent-child relationship and severity of 
externalising problems was moderated by CU traits, such that the association was more pronounced 
for toddlers with high CU traits (Kochanska et al., 2013). Similarly, research with school-age 
children has found that the relation between maternal focus on negative emotions and severity of 
conduct problems was significant only in children with high CU traits (Pasalich et al., 2012a). The 
current study, however, did not find a moderating effect of CU traits on the association between 
parental reactions to emotions and conduct problems in toddlers. It is therefore possible that general 
warmth and responsiveness in the parent-child dyad is more important than parental reactions to 
emotions for toddlers with high CU traits. For instance, warmth and MRO may be central to the 
development of conscience and empathy in high-CU children in the early childhood period, when 
children are less verbal. Indeed, prior research suggests that a warm and responsive relationship in 
the toddler years increases children’s receptiveness to parental socialisation and a willingness to 
adopt prosocial values (Kochanska, 1997a; Kochanska & Murray, 2000; Laible & Thompson, 2002). 
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It is possible, however, that the role of parental ESBs becomes more important for children with high 
CU traits as they get older. For example, the discussion of emotions, and explanations of their causes 
and meaning, may be a higher-order cognitive process for children with CU traits, and may therefore 
have greater impact later in development. Indeed, research has found that explicitly training children 
to attend to emotion cues was associated with significant improvements in empathy and conduct 
problems in school-age children with CU traits (Dadds, Cauchi, Wimalaweera, Hawes, & Brennan, 
2012).  
The final aim of the present study was to determine whether a direct association exists 
between parental reactions and CU traits in clinic-referred toddlers. Contrary to predictions, parental 
reactions were not associated with CU traits in this sample, even when controlling for severity of 
conduct problems. This is not the first study to reveal inconsistent evidence for the relation between 
emotion-related parenting and CU traits. For instance, Pasalich et al (2012a) found that, in general, 
parental references to emotions were not related to lower CU traits in clinic-referred children aged 3 
to 9 years, and that maternal references to fear actually predicted higher CU traits. In a later study, 
Pasalich et al (2014) found associations between CU traits and observed emotion dismissing, but not 
emotion coaching behaviours. Furthermore, Pardini et al (2007) found that warmth and parental 
involvement were prospectively, but not concurrently, associated with CU traits in school-age 
children, and Waller et al (2012) found a relation between harsh parenting, but not positive 
parenting, in a sample of high-risk preschool children.  
Although not a primary aim of the present study, it was also anticipated that child 
temperament would be associated with severity of conduct problems. Emotional reactivity was a 
robust predictor of conduct problems, whereas CU traits were not. Although meta-analytic research 
has revealed large effect sizes for the association between CU traits and conduct problem severity in 
children under 5 years (Longman et al., 2015), some researchers have not found a significant 
association. For instance, Ezpeleta et al (Ezpeleta, Osa, Granero, Penelo, & Domenech, 2013) found 
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that CU traits were not related to parent-reported conduct problems as measured by the SDQ 
(Goodman, 1997) and the CBCL preschool form (Achenbach & Rescorla, 2000), but were related to 
other indicators of conduct problems, such as the Children’s Aggression Scale (Halperin & McKay, 
2008) and DSM-IV (APA, 2000) disruptive behaviour disorders and symptoms. The absence of a 
relation between CU traits and conduct problems is also less surprising when you consider that the 
UNSW measurement method used in the present study is intended to distinguish and reduce overlap 
between the two dimensions, with the original authors also reporting low correlations between 
factors (Dadds et al., 2005). It is notable that CU traits did predict conduct problems in the subset of 
the current sample for which observational data were available (n = 55). Although parents in this 
subset were significantly younger than parents in the rest of the sample, there were no other 
differences between the groups. It is therefore difficult to speculate about possible reasons for this 
result. 
Another unexpected finding was that socioeconomic status (SES) was positively associated 
with CU traits, but was not associated with other parent or child variables. This result is surprising, 
given that CU traits are known to be highly heritable, and would presumably be less sensitive to 
socioeconomic factors (Viding et al., 2005). Interestingly, this result is consistent with a recent meta-
analysis, which found that SES was significantly associated with CU traits across five studies 
(Piotrowska, Stride, Croft & Rowe, 2015). There is also evidence that genetic factors are actually 
more important for predicting antisocial behaviour in environments characterised by greater 
socioeconomic advantage (Tuvblad, Grann, & Lichtenstein, 2006), suggesting that CU traits may be 
more expressed in environments where there are fewer external risk factors. Furthermore, emotional 
reactivity was positively associated with CU traits. This finding is surprising, and appears to be 
inconsistent with the emotional profile of children with high CU traits, who are thought to be less 
emotionally reactive and ‘hot-tempered’ than children without these features (Frick & White, 2008). 
There is also evidence, however, that children with high CU traits tend to display both reactive and 
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proactive aggression, and exhibit higher levels of aggression overall than children with low CU traits 
(Stickle, Marini, & Thomas, 2012). This may explain why children with high CU traits were also 
rated as more emotionally reactive in this sample. 
It is possible that the unexpected findings for CU traits in the current sample, and the 
inconsistencies observed in many studies of parenting and CU traits in early childhood, may be in 
part related to the measurement of CU traits in this age group. Although there is growing evidence 
for the reliable and valid measurement of CU traits in early childhood, this research is still in its 
infancy (Willoughby, Waschbusch, Moore, & Propper, 2011; Willoughby, Mills-Koonce, 
Gottfredson, & Wagner, 2014). Researchers have used a range of instruments to measure CU traits in 
young children, including items from the CBCL preschool form (Kimonis et al., 2014; Waller, Hyde, 
Grabell, Alves, & Olsen, 2015; Willoughby et al., 2011; Willoughby et al., 2014), the Inventory of 
Callous-Unemotional Traits (Ezpeleta et al., 2013; Frick, 2004), the APSD CU traits scale (Kimonis 
et al., 2006; Klyce, Conger, Conger, & Dumas, 2011), a measure of deceitful-callous behaviour 
combining items from common rating scales (Hyde et al., 2013; Waller et al., 2012), and the UNSW 
method used in the current study (Hawes et al., 2012). Furthermore, many researchers have reported 
low reliability for CU measures in this age group (e.g. Hyde et al., 2013; Kimonis et al., 2006; 
Waller et al., 2012; Willoughby et al., 2014), though it is noteworthy that the CU traits scale 
demonstrated good reliability (" = .81) in the current study. It is notable that levels of CU traits, but 
not conduct problems, were higher in this clinic-referred sample aged 2 to 4.5 years than in a 
community sample aged 4 to 6 years (Dadds et al., 2005). It is possible that parents may have rated 
their children as lower on empathy and prosocial behaviour because these features are less developed 
in this younger age group (Zahn-Waxler, Radke-Yarrow, Wagner, & Chapman, 1992). Further 
research is required in order to identify the most reliable methods for measuring CU traits in young 
children, and distinguishing these traits from more commonly assessed dimensions of disruptive 
behaviours, such as oppositionality, aggression, inattention and hyperactivity.  
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The findings of the present study are strengthened by specific methodological and design 
characteristics. First, the study was conducted within a tertiary-level community health service, with 
families referred by other clinicians, such as a general practitioners and social workers, for the 
treatment of significant behaviour problems. The average socioeconomic status of families in the 
current study was also low, with 21% of families living within some of the most disadvantaged areas 
of the country. The results may therefore be better generalised to ‘real-world’ clinical settings 
compared to studies conducted in laboratories or university-based clinics, where families are often 
self-referred and considered to be more highly functioning (Mence et al., 2014). Second, the use of 
an observational paradigm may have reduced potential bias caused by shared method variance (Doty 
& Glick, 1998), and reduced the likelihood that unique associations between emotion-related family 
variables and conduct problems were inflated by reporter bias. Third, the use of multiple regression 
analyses allowed for the examination of unique associations between variables, while controlling for 
other closely related variables that may have confounded the associations observed in other studies.   
Similarly, the method used to measure CU traits and conduct problems was selected to reduce 
overlap between these related but theoretically distinct constructs.  
Overall, the current study contributes to increasing evidence for the role of emotion-related 
family processes in the etiology, maintenance and treatment of conduct problems, and the 
importance of considering individual differences in child temperament. The results are consistent 
with studies demonstrating associations between unsupportive parental reactions to emotions and 
conduct problems in typically developing children (e.g. Tao et al., 2010), and studies with clinic-
referred school-age children who have demonstrated the moderating role of emotional reactivity 
(Dunsmore et al., 2013; 2015). This study also provides a number of unique contributions to the 
literature. First, the association between parental ESBs and conduct problem severity, and the 
moderating role of emotional reactivity, was demonstrated in a unique sample of clinic-referred 
toddlers. Second, the current research demonstrated associations between parental ESBs and conduct 
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problems severity independently of other related family variables, such as ineffective discipline, 
parental depression and the affective quality of the parent-child relationship. Third, although 
significant associations between parental ESBs and CU traits were not observed, this is the first 
study to examine such associations in clinic-referred children under 5 years of age, and provides a 
basis for further research in this rapidly growing field. 
#
4.2 Clinical implications 
These results of the current study, combined with prior research, suggest that it may be 
informative to consider emotion-related parenting practices in the assessment and formulation of 
conduct problems in this population. For instance, clinicians may seek to understand parents’ typical 
responses to child affect, with a focus on identifying responses that may punish or dismiss children’s 
expression of negative emotion. An emotionally reactive temperament may also be a clinical marker 
for the importance of emotion-contingent parenting in this age group. The current ‘gold-standard’ 
behavioural treatments for conduct problems focus on improving parental discipline and changing 
coercive interactions, and researchers have found that the addition of an emotion-focused component 
is associated with changes in parenting and child behaviour (Kaminski et al., 2008; Porzig-
Drummond et al., 2014; Salmon et al., 2009). Evaluations of emotion coaching programs have also 
shown greater improvements in clinic-referred conduct problems relative to wait-list (Havighurst et 
al., 2013). The current results suggest that parental ESBs may be informative in the treatment of 
early childhood conduct problems; however, further research is needed to examine whether a 
specific focus on parental ESBs contributes to treatment outcomes, over and above standard 
behavioural interventions. 
######
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4.3 Limitations 
The results of the present study should be considered in light of a number of limitations. 
First, the results are based primarily on maternal reports, which may limit the application of the 
results to mothers. There is evidence that the quality of the father-child relationship has a unique role 
in predicting conduct problems (Fosco et al., 2012), particularly in boys (Hoeve et al., 2009), and 
meta-analytic research has demonstrated stronger associations between paternal support and conduct 
problems compared to maternal support (Hoeve et al., 2009). Mothers and fathers may also socialise 
emotions differently, and associations between parental ESBs and conduct problems have been 
found to vary by parent gender (Eisenberg et al., 1996; Lukenheimer et al., 2007; McElwain, 
Halberstadt, & Volling, 2007). Furthermore, specific aspects of father-child interactions such as 
warmth (Pasalich et al., 2011) and eye contact (Dadds et al., 2011) have been linked to CU traits in 
typically-developing children. The unique findings for fathers observed in previous research indicate 
that the results of the current study may not be generalised to fathers.  
The reliance on primarily maternal reports is also a methodological limitation of the current 
study. Although it is important to obtain data from multiple informants where possible (Hawes et al., 
2014; Longman et al., 2015; Rescorla, 2005), the use of multiple informants was not practical in the 
current setting. In many cases, mothers attended the initial assessment without their partners, and 
many (16%) were single, separated, divorced, or were no longer in contact with the child’s father. 
Although researchers have utilised teacher reports to assess CU traits and conduct problems across 
settings in studies with older children (e.g. Dadds et al., 2005; Pasalich et al., 2014), the use of 
teacher-reports is less common in children under 5 years (e.g. Waller et al., 2015; Willoughby et al., 
2011), and many children in this population were not regularly attending preschool or day care. 
Furthermore, many families were from socioeconomically disadvantaged backgrounds and were 
experiencing a range of psychosocial stressors in addition to their child’s behaviour problems. 
Considering the existing demands of assessment, treatment and research participation at the Toddler 
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Clinic, it was decided that obtaining data from multiple informants may have placed undue stress on 
families and resulted in a substantially lower recruitment rate.  
Another limitation is that results were based primarily on parent-report measures, with 
observational data only available for one variable. For instance, there may be a tendency for parents 
of in clinic-referred samples to rate their children more negatively in general (Rescorla, 2005), and 
observational measures of temperament and conduct problems may have helped to overcome the 
potential problem of reporter bias. Although reliance on parent-report is a limitation of many studies 
of parenting and CU traits (Waller et al., 2013), researchers have previously used questionnaire and 
observational data in order to reduce the impact of shared method variance, and have found that 
these methods produce different results (Pasalich et al., 2014). Although some researchers have 
assessed parental responses to preschoolers’ emotions in the context of parent-child interactions, 
tasks are usually designed to elicit a range of negative emotions (Chaplin, Cole, & Zahn-Waxler, 
2005). The structured play task in the current study was not intended to elicit a range of emotions, 
and the constraints of the setting precluded the use of additional interaction tasks.  
There are many other variables that may be associated with parental ESBs, child 
temperament and the severity of conduct problems, which may have influenced the current findings. 
There is evidence, for example, that substantial comorbidity exists between childhood externalising 
and internalising problems (Lilienfeld, 2003). Recent research also suggests that the presence of co-
occurring CU traits and anxiety symptoms may contribute to more severe conduct problems (Euler et 
al., 2015). Although the measure of conduct problems used in the present study was designed to 
disentangle conduct problems from other common problems such as anxiety, peer problems and 
hyperactivity (Dadds et al., 2005), a thorough investigation of the complex relations between 
parental ESBs, temperament and internalising problems was beyond the scope of the current study. It 
is also possible that the relations between parental ESBs and child outcomes may have been 
moderated by child characteristics such as gender or age, and there is some evidence that emotion 
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socialisation may be associated with different outcomes for girls and boys (Cunningham et al., 
2009); however, there was insufficient power to test for additional moderator effects, and age and 
gender differences were not a focus of the current study.   
There were also limitations regarding the measurement of some variables in the present 
study. The hostility scale of the Parenting Scale (Arnold et al., 1993) was removed due to poor 
reliability; thus parental hostility could not be controlled for in the analyses. Another limitation was 
the availability of MRO data for only a subset of families (n = 55), which consisted of parents who 
were younger than the rest of the sample. Thus, caution should be taken when generalising the 
results from this subset to the broader sample. The regression models with the reduced sample 
included the same number of variables as the models with the full sample, with the exclusion of the 
interaction terms and the addition of MRO. Although this was done to maintain consistency and 
allow for comparison across analyses, it should be noted that this resulted in a reduction of power in 
the smaller group. There was also an absence of extreme scores for MRO, resulting in a restriction of 
range. It is possible that social desirability effects contributed to the absence of very low scores for 
MRO; for example, parents may inhibit negative affect and exhibit greater responsiveness and 
warmth in the presence of clinicians, and children may respond more positively to their parents in 
this context because they are engaged in play with the full attention of their parent. The lack of very 
high MRO scores may be influenced by the fact that families were referred to a clinic where a key 
goal is to improve the quality of the parent-child relationship.  
The use of a clinic-referred sample is a strength of the current study; however, the absence of 
a community comparison group may be a potential limitation. First, the absence of a community 
comparison may have restricted the variance in parent and child behaviour, and limited the 
application of the results to the broader community. Second, parental ESBs in this clinic-referred 
sample could not be compared to non-clinical families. For instance, Katz & Windecker-Nelson 
(2004) did not demonstrate associations between emotion coaching and aggression in a mixed 
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clinical and non-clinical preschool sample, but found that mothers of children with conduct problems 
were less emotion coaching than those of controls. Similarly, Raval and Martini (2011) found that 
parents of children with clinical levels of conduct problems were more punitive and minimising in 
response to negative emotions than parents of control children. Caution should also be taken when 
generalising the results of the present study to different populations. For instance, although 26.44% 
of mothers and 21.52% of fathers were born outside Australia, the recruitment of an ethnically 
diverse sample was not an aim of the study, and a measure of ethnicity was not included. Therefore, 
caution should be taken when generalising the results to specific cultural groups. For instance, 
inhibition of emotional expression is considered more adaptive in Eastern cultures (Matsumoto et al., 
2008), thus minimising and expressive encouragement responses may have different functions in 
predominantly Asian samples (Tao et al., 2010). Finally, the design of the current study was cross-
sectional; therefore, we are neither able to draw conclusions regarding causality, nor the long-term 
associations between parental ESBs and child outcomes. Further research is required before 
inferences can be made regarding the direction of these effects. 
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4.4 Future research 
The results of the present study are consistent with prior research on emotion socialisation 
and conduct problems, and provide partial support for hypotheses. However, further research and 
replication is required in order to understand the complex relations between emotion-related 
parenting, child temperament and conduct problems, to clarify inconsistencies in the research, and to 
inform the development of more effective prevention and intervention programs.  
The relation between parental ESBs and severity of conduct problems has been examined in a 
number of prior studies. Although the results of the current study are consistent with much of this 
literature, some researchers have revealed different results. For example, some have not found a 
significant association between parental ESBs and conduct problem severity (e.g. Duncombe et al., 
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2012; Engle & McElwain, 2011; Ramsden & Hubbard, 2002), and others have revealed findings that 
are inconsistent with theoretical models of parental ESBs (e.g. Garner et al., 2008; Hastings & De, 
2008). Researchers have measured a variety of parenting behaviours using a range of methodologies, 
ranging from observed references to emotions during a parent-child interaction task, to parent-
reported meta-emotion philosophy using a semi-structured interview. Although interventions are 
rapidly emerging to improve emotion socialisation practices in high-risk and clinic-referred families, 
a systematic review and meta-analysis of the literature is needed to examine whether concurrent and 
prospective relations exist between parental ESBs and conduct problem severity across studies.  
Longitudinal research is also needed to examine prospective and bidirectional relations 
between ESBs and conduct problem severity in clinic-referred early-childhood samples. Prior studies 
have demonstrated bidirectional relations between parenting and disruptive behaviour (Combs-
Ronto, Olson, Lunkenheimer, & Sameroff, 2009; Larsson, Viding, Rijsdik, & Plomin, 2007; Pardini, 
Fite, & Burke, 2008), and there is evidence for bidirectional relations between reactions to emotion 
and externalising problems in typically developing children (Eisenberg et al., 1999). The current 
study demonstrated a concurrent association between unsupportive ESBs and conduct problems 
severity; however, longitudinal research may reveal that unsupportive ESBs also increase risk for 
conduct problems in later childhood, and that conduct problems elicit more unsupportive responses 
from parents over time. While the present study did not find significant results for supportive ESBs, 
longitudinal research may find that supportive emotion-related parenting in early childhood 
contributes to improvements in behaviour over time. 
Further research is needed to evaluate the effectiveness of emotion socialisation interventions 
for clinic-referred children under 5 years of age. There is currently limited evidence for the 
effectiveness of emotion socialisation interventions in clinic-referred samples (Havighurst et al., 
2013; Herbert et al., 2013), and studies of emotion coaching training as an adjunct to behavioural 
interventions have not demonstrated improvements in child behaviour over and above standard 
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treatment (Hawton & Martin, 2011; Porzig-Drummond, Stevenson, & Stevenson, 2014; Salmon et 
al., 2014). The current findings suggest that children with an emotionally reactive temperament may 
be more sensitive to unsupportive emotion socialisation. Interestingly, prior research also indicates 
that children with a dysregulated temperament may actually be more responsive to treatment (Scott 
& O’Connor, 2012). Further research is required to examine whether emotional reactivity and/or 
dysregulation moderate responsiveness to treatments targeting emotion-related parenting. In future 
treatment studies the effectiveness of standard behavioural interventions should be examined with 
and without an emotion-coaching component, and the moderating role of temperament-related child 
characteristics on treatment outcomes should also be investigated.  
Further research and replication is also required to examine the relation between parental 
ESBs and CU traits in clinic-referred early-childhood samples. There is mounting evidence that CU 
traits are concurrently and prospectively associated with parenting practices across childhood and 
adolescence (Waller et al., 2013), including emotion-related variables, such as warmth and 
attachment (e.g. Bohlin et al., 2012; Fite et al., 2008; Pardini et al., 2007; Pasalich et al., 2012b); 
however, there are some inconsistencies in the literature, and significant associations were not 
observed in the current study. Further research is needed to determine the specific dimensions of 
parenting of most importance for predicting outcomes in children with high CU traits, particularly in 
early childhood (Waller et al., 2013). The findings of the current study and prior research raise the 
possibility of developmental differences in the association between emotion-related parenting and 
outcomes for children with high CU traits. While warmth may be particularly important in the early 
years, specific emotion socialisation practices may emerge as more significant factors in later 
childhood. Researchers may address this possibility by examining associations between specific 
aspects of emotion-related parenting (such as parental warmth and reactions to emotions) and 
conduct problem severity longitudinally, assessing the moderating role of age and CU traits. 
Alternatively, larger cross-sectional samples broken by age may help to examine potential 
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developmental effects. Such research may provide further support for developmental 
psychopathology models of conduct problems, which focus on interactions between specific family 
environment variables and child characteristics across development (Frick & Viding, 2009; Loeber et 
al., 2009).  
Although there is growing evidence that the CU traits construct can be reliably extended to 
early childhood, further research is needed to refine the measurement of CU traits in this age group. 
Researchers have recently evaluated the psychometric properties of the ICU (Ezpeleta et al., 2013) 
and a brief CBCL screener (Willoughby et al., 2011) in preschool children. Measurement research is 
also needed to evaluate the psychometric properties of the UNSW method in early-childhood 
samples. It is possible that the factor structure proposed by Dadds et al (2005) in children aged 4 to 9 
years is also the best fit for children under 5 years of age. However, it is also possible that an 
alternative factor structure may provide a better fit for the data in this age group. Future research 
should also focus on developing observational measures of CU traits, particularly for young children. 
The independent assessment of CU behaviours by trained coders may contribute to the reliable and 
valid measurement of the CU construct in early childhood. Indeed, the developmental literature 
suggests that CU features such as low guilt are observable in children as young as 22 months (e.g. 
Kochanska, Gross, Lin, & Nichols, 2002); however, there are currently no established paradigms for 
the observational measurement of CU traits. Future research may also benefit from laboratory tasks 
that are sensitive to differences in amygdala function observed in children with high CU traits (e.g. 
Herpers et al., 2014; Moul et al., 2012). This would provide an additional method for measuring CU 
traits in early childhood, when features such as low guilt, low empathy, and impaired fear 
recognition, may be less observable by parents and coders. 
Finally, future research is needed to examine the relation between CU traits and emotion-
specific parental ESBs, such as parental reactions to fear, sadness and anger. Research with typically 
developing children has found limited evidence for emotion-specific socialisation effects (O’Neal & 
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Magai, 2005); however, it may be more important to consider emotion-specific effects when 
examining the relation between parental ESBs and CU traits. For example, children with low CU 
traits may have specific difficulty regulating anger (Cole et al., 2003), indicating that parental 
socialisation of anger may be more important for these children. On the other hand, children with 
high CU traits appear to have specific deficits in the processing of fear, and to a lesser extent sadness 
(de Wied et al., 2012; Herpers et al., 2014). It is possible that, for children with high CU traits, 
parental socialisation of fear and sadness is more strongly associated with outcomes than the 
socialisation of anger (Frick & White, 2008; Frick & Ellis, 1999). Although Pasalich et al (2012a) 
found that maternal references to fear were associated with higher CU traits in clinic-referred boys, 
post hoc analyses revealed that the discussion of fear was primarily initiated by the children 
themselves. Other studies of the association between parental ESBs and CU traits have not 
distinguished between the socialisation of fear, sadness and anger (Pasalich et al., 2014), and the 
current study did not examine emotion-specific effects because the CTNES was not designed for this 
purpose. Future studies may examine the relation between CU traits and emotion-specific ESBs 
using an adaptation of the CTNES that distinguishes between types of negative emotions, or using a 
parent-report version of the Emotions as a Child Scale (Magai, 1996), which provides information 
about parental reactions to specific emotions. 
#
4.5 Conclusions 
A large body of literature has shown that emotion-related family variables, such as parental 
emotion socialisation behaviours (ESBs) and the quality of the parent-child relationship, are 
associated with levels of conduct problems in childhood. The current study extended on this research 
by examining such associations in a clinic-referred early-childhood sample. The current study also 
examined the moderating role of child temperament, and the direct association between parental 
ESBs and CU traits. Results suggest that parental reactions to children’s negative emotions may be 
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uniquely related to conduct problem severity in this population, independent of ineffective discipline, 
parental depression and the affective quality of the parent-child relationship. Specifically, parents 
who respond by punishing or dismissing their child’s negative emotions may have children with 
more severe conduct problems, particularly if their child has an emotionally reactive temperament. 
Although the current study did not demonstrate associations between parental reactions to emotion 
and levels of CU traits, future research may provide evidence for unique developmental effects and 
socialisation processes in children with deficits in empathy and emotion recognition. The results of 
the current study suggest that an understanding of unsupportive parental ESBs may assist in the 
clinical assessment of early childhood conduct problems, and should be examined as potential 
treatment targets in future research. This study also indicates that future research should examine 
whether treatments are more effective when tailored to the needs of children with different 
temperaments.
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6 APPENDIX 
6.1 Appendix 1: Participant characteristics.  
Demographic variable Mean (SD) Range 
Male children (%) 67.82  
Child’s age (months) 36.00 (7.63) 24 – 54  
Respondent’s age (years) 32.84 (4.83) 21 – 43  
Mother’s age (years) 32.85 (4.83) 21 – 43  
Father’s age (years) 35.33 (5.50) 21 – 50  
SES (SEIFA decile) 4.39 (2.90) 1 – 10 
SES (% in each category)   
 Decile 1 – Lowest SES 20.69  
 Decile 2 14.94  
 Decile 3 13.79  
 Decile 4 5.75  
 Decile 5 9.20  
 Decile 6 8.05  
 Decile 7 5.75  
 Decile 8 10.34  
 Decile 9 8.05  
 Decil 10 – Highest SES 3.45  
Birth order (% in each category)   
 First 65.52  
 Second 29.89  
 Third 3.45  
 Fourth 0.00  
 Fifth 1.15  
Number of siblings (% in each category)   
 None 20.69  
 One 58.62  
 Two 17.24  
 Three 2.30  
 Four 1.15  
Child’s country of birth (% in each category)   
 Australia 98.85  
 China 1.15  
Relationship status (% in each category)   
 Married/Defacto 83.91  
 Separated 10.34  
 Divorced 2.30  
 Single 3.45  
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Mother’s occupation type (% in each category) 
 Not in paid employment 36.90  
 Part-time 34.52  
 Full-time 22.62  
 Casual 5.95  
Mother’s country of birth (% in each category)   
 Australia 73.56  
 Lebanon 4.60  
 New Zealand 2.30  
 China 2.30  
 Vietnam 2.30  
 Other 14.94  
Mother’s language (% in each category)   
 English 77.01  
 English/other 19.54  
 Other only 3.45  
Father’s occupation type (% in each category)   
 Not in paid employment 3.80  
 Part-time 7.60  
 Full-time 88.61  
 Casual 0.00  
Father’s country of birth (% in each category)   
 Australia 78.48  
 Lebanon 3.80  
 Mauritius 2.53  
 Other 15.19  
Father’s language (% in each category)   
 English 82.28  
 English/other 13.92  
 Other only 3.80  
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6.2 Appendix 2: Coping with Toddlers’ Negative Emotions Scale (CTNES; Spinrad et al., 
2004) 
For the following items, please indicate on a scale from 1 to 7 the likelihood that you would respond 
in the ways listed for each item. Please read each item carefully and respond as honestly and 
sincerely as you can.  For each question (1-12), please circle a number for each item (a-g).  
Response scale: 1 2 3 4 5 6 7 
                            Very unlikely               Medium             Very likely 
1. If my child becomes angry because he wants to play outside and cannot do so because he is sick, I 
would: 
a. Feel upset myself (D)  1 2 3 4 5 6 7 
b. Tell my child we will not get to do something else fun (i.e., watch TV, play games) 
unless he stops behaving like this (P) 
1 2 3 4 5 6 7 
c. Tell my child it’s ok to be angry (EE)     1 2 3 4 5 6 7 
d. Soothe my child and/or do something with him to make him feel better (EF)    1 2 3 4 5 6 7 
e. Help my child find something he wants to do inside (PF)      1 2 3 4 5 6 7 
f. Tell my child that he is making a big deal out of nothing (M) 1 2 3 4 5 6 7 
g. Let my child play outside (WG)     1 2 3 4 5 6 7 #
2. If my toddler spilled something and made a big mess on the carpet, and then gets upset and cries, I 
would: 
a. Comfort my child by picking him up and/or trying to get him to forget about the 
accident (EF) 
1 2 3 4 5 6 7 
b. Tell my child that he is overreacting or making a big deal out of nothing (M) 1 2 3 4 5 6 7 
c. Remain calm and not let myself get upset (D) 1 2 3 4 5 6 7 
d. Send my child to his room for making a mess (P) 1 2 3 4 5 6 7 
e. Help my child find a way to clean up the mess (PF) 1 2 3 4 5 6 7 
f. Tell my child that it is ok to be upset (EE) 1 2 3 4 5 6 7 #
3. If my child loses some prized possession (for example, favorite blanket or stuffed animal) and reacts 
with tears, I would: 
a. Go and buy my child a new item (WG) 1 2 3 4 5 6 7 
b. Help my child think of other places to look for the toy (PF) 1 2 3 4 5 6 7 
c. Distract my child with another toy to make him feel better (EF) 1 2 3 4 5 6 7 
d. Tell my child that it is not that important (M) 1 2 3 4 5 6 7 
e. Tell my child it is his fault for not being careful with the toy (P) 1 2 3 4 5 6 7 
f. Feel upset myself (D) 1 2 3 4 5 6 7 
g. Tell my child it is okay to feel sad about the loss (EE) 1 2 3 4 5 6 7 #
4. If my child is afraid of going to the doctor or of getting shots and becomes quite shaky and teary, I 
would: 
a. Tell him to shape up or he won’t be allowed to do something he likes to do (i.e., go 
to playground) (P) 
1 2 3 4 5 6 7 
b. Tell my child that it is ok to be nervous or afraid (EE) 1 2 3 4 5 6 7 
c. Tell my child that it’s really no big deal (M) 1 2 3 4 5 6 7 
d. Comfort my child before and/or after the shot (EF) 1 2 3 4 5 6 7 
e. Leave the doctor’s office and reschedule for another time (WG) 1 2 3 4 5 6 7 
f. Help him to think of ways to make it less scary, like squeezing my hand when he 
gets a shot (PF) 
1 2 3 4 5 6 7 
g. Get nervous myself (D) 1 2 3 4 5 6 7 
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5. If my child is going to spend the afternoon with a new babysitter and becomes nervous and upset 
because I am leaving him, I would: 
a. Distract my child by playing and talking about all of the fun he will have with the 
sitter (EF) 
1 2 3 4 5 6 7 
b. Feel upset or uncomfortable because of my child’s reactions (D) 1 2 3 4 5 6 7 
c. Tell my child that he won’t get to do something else enjoyable (i.e., go to 
playground, get a special snack) if he doesn’t stop behaving like that (P) 
1 2 3 4 5 6 7 
d. Tell him that it’s nothing to get upset about (M) 1 2 3 4 5 6 7 
e. Change my plans and decide not to leave my child with the sitter (WG) 1 2 3 4 5 6 7 
f. Help my child think of things to do that will make it less stressful, like me calling 
him once during the evening (PF)  
1 2 3 4 5 6 7 
g. Tell my child that it’s ok to be upset (EE) 1 2 3 4 5 6 7 #
6. If my child becomes upset and cries because he is left alone in his bedroom to go to sleep, I would: 
 
a. Become upset myself (D) 1 2 3 4 5 6 7 
b. Tell my child that if he doesn’t stop crying, we won’t do something fun when he 
wakes up (P) 
1 2 3 4 5 6 7 
c. Tell my child it’s okay to cry when he is sad (EE) 1 2 3 4 5 6 7 
d. Soothe my child with a hug or kiss (EF) 1 2 3 4 5 6 7 
e. Help my child find ways to deal with my absence (hold a favorite stuffed animal, 
turn on a nightlight, etc) (PF) 
1 2 3 4 5 6 7 
f. Stay with my child or take him out of the bedroom to be with me until he falls 
asleep (WG) 
1 2 3 4 5 6 7 
g. Tell him that there is nothing to be afraid of (M) 1 2 3 4 5 6 7 #
7. If my child becomes angry because he is not allowed to have a snack (i.e., candy, ice cream) when he 
wants it, I would: 
a. Send my child to his room (P) 1 2 3 4 5 6 7 
b. Give my child the snack that he wanted (WG) 1 2 3 4 5 6 7 
c. Distract child by playing with other toys or games (EF) 1 2 3 4 5 6 7 
d. Tell him that there is no reason to be upset (M) 1 2 3 4 5 6 7 
e. Tell my child it’s okay to feel angry (EE) 1 2 3 4 5 6 7 
f. Help my child think of something to eat that he is allowed to have between meals 
(PF) 
1 2 3 4 5 6 7 
g. Feel angry at my child’s behaviour (D) 1 2 3 4 5 6 7 #
8. If my child becomes upset because I removed something that my child should have not been playing 
with, I would: 
a. Tell my child that if he touches it again he will not be allowed to do something 
enjoyable (P) 
1 2 3 4 5 6 7 
b. Help my child think of something else to do that is fun (PF) 1 2 3 4 5 6 7 
c. Become upset myself (D) 1 2 3 4 5 6 7 
d. Tell my child it’s okay to feel angry (EE) 1 2 3 4 5 6 7 
e. Distract my child with something else interesting (EF) 1 2 3 4 5 6 7 
f. Give my child what he wants (WG) 1 2 3 4 5 6 7 
g. Ignore my child’s upset reactions and take the object away (M) 1 2 3 4 5 6 7 ## #
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9. If my child wants me to play with him and I cannot do so right then (i.e., I am on the phone, in the 
middle of a conversation with someone), and my child becomes upset, I would: 
a. Feel upset myself (D) 1 2 3 4 5 6 7 
b. Tell my child that there is nothing to be upset about (M) 1 2 3 4 5 6 7 
c. Help my child find something to do while he waits for me to play with him (PF) 1 2 3 4 5 6 7 
d. Tell my child I won’t play with him later if he doesn’t stop behaving like that (P) 1 2 3 4 5 6 7 
e. Tell my child it’s okay to be upset (EE) 1 2 3 4 5 6 7 
f. Stop what I’m doing so I can play with my child (WG) 1 2 3 4 5 6 7 
g. Soothe my child and talk to him to make him feel better (EF) 1 2 3 4 5 6 7 
 
10. If my child is playing with a puzzle or shape sorter toy and cannot fit a piece correctly, and gets upset 
and cries, I would: 
a. Remain calm and not let myself get anxious (D) 1 2 3 4 5 6 7 
b. Take the toy away from my child (P) 1 2 3 4 5 6 7 
c. Comfort my child with a pat or a kiss (EF) 1 2 3 4 5 6 7 
d. Put the piece in for my child (WG) 1 2 3 4 5 6 7 
e. Tell my child it’s okay to get frustrated and upset (EE) 1 2 3 4 5 6 7 
f. Help my child figure out how to put the piece in correctly (PF) 1 2 3 4 5 6 7 
g. Tell my child it’s nothing to cry about (M) 1 2 3 4 5 6 7 
 
11. If my child has climbed onto a piece of playground equipment and gets stuck, and becomes nervous 
and begins to cry, I would: 
a. Become anxious myself (D) 1 2 3 4 5 6 7 
b. Help my child figure out how to get down from the climber (PF) 1 2 3 4 5 6 7 
c. Take my child down from the climber (WG) 1 2 3 4 5 6 7 
d. Tell my child he shouldn’t have gone up by himself (P) 1 2 3 4 5 6 7 
e. Tell my child it’s nothing to get upset about (M) 1 2 3 4 5 6 7 
f. Comfort my child with words or a pat (EF) 1 2 3 4 5 6 7 
g. Tell my child it’s okay to be afraid (EE) 1 2 3 4 5 6 7 
 
12. If my child fell down and scraped himself while trying to get a favorite toy, I would: 
 
a. Become upset myself (D) 1 2 3 4 5 6 7 
b. Help my child figure out how to feel better (getting a band-aid) (PF) 1 2 3 4 5 6 7 
c. Distract my child with something else (EF) 1 2 3 4 5 6 7 
d. Tell my child that he should be more careful (P) 1 2 3 4 5 6 7 
e. Tell my child it’s nothing to get upset about (M) 1 2 3 4 5 6 7 
f. Tell my child it’s okay to cry (EE) 1 2 3 4 5 6 7 #
CTNES Subscales: 
EE = Expressive Encouragement 
EF = Emotion-focused 
PF = Problem-focused 
P = Punitive 
M = Minimising 
D = Distress 
WG = Wish-granting
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6.3 Appendix 3: Parenting Scale (PS) – 13-item version (Rhoades & O’Leary, 2007) 
Parents have many different ways or styles of dealing with child misbehaviour. For each 
item, fill in the circle that best describes your style of parenting during the past two months 
with your toddler. 
!  
Parenting Scale 
ID ______ 
 
Parents have many different ways or styles of dealing with child misbehaviour.  
For each item, fill in the circle that best describes your style of parenting during the past two 
months with your toddler. 
 
DATE: ___________ 
 At meal time! 
I let my child decide how much to eat 
 
!!"!!!! 
 
I decide how much my child eats 
 
1 OR When I’m upset or under stress! 
I am picky and on my child’s back !!!!!!! I am no more picky than usual 
2 OR When my child misbehaves! 
I usually get into a long argument with my child !!!!!!! I don’t get into an argument 
3 OR When my child misbehaves! 
I raise my voice or yell !!!!!!! I speak to my child calmly 
4 LAX When I want my child to stop doing something! 
I firmly tell my child to stop !!!!!!! I coax or beg my child to stop 
5 OR After there’s been a problem with my child! 
I often hold a grudge !!!!!!! things get back to normal quickly 
6 LAX When my child does something I don’t like! 
I do something about it every time it happens !!!!!!! I often let it go 
7 OR When there is a problem with my child! 
things build up and I do things I don’t mean to do !!!!!!! things don’t get out of hand 
8 HOS When my child misbehaves, I spank, slap, grab, or hit my child! 
never or rarely !!!!!!! most of the time 
9 LAX When my child doesn’t do what I ask! 
I often let it go or end up doing it myself !!!!!!! I take some other action 
10 LAX If saying “No” doesn’t work! 
I take some other kind of action !!!!!!! I offer my child something nice  so he/she will behave 
11 HOS When my child misbehaves! 
I rarely use bad language or curse !!!!!!! I almost always use bad language 
12 HOS When my child does something I don’t like, I insult my child, say mean things, or call child names 
never or rarely !!!!!!! most of the time 
13 LAX If my child gets upset when I say “No”! 
I back down and  give in to my child !!!!!!! I stick to what I said 
  EXAMPLE 
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Parenting Scale subscales: 
OR = Overreactive parenting 
LAX = Lax parenting 
HOS = Hostility #
!  
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6.4 Appendix 4: Edinburgh Postnatal Depression Scale (EPDS; Cox et al., 1987) 
!
! !
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6.5 Appendix 5: Measure of conduct problems and CU traits 
The following measure consists of the Antisocial Process Screening Device (APSD; Frick & 
Hare, 2001) and selected items from Strengths and Difficulties Questionnaire (SDQ; 
Goodman, 1997), combined according to the UNSW method (Dadds et al., 2005). 
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Subscales: 
CU = Callous-unemotional traits 
CP = Conduct problems  
 
  
APSD+SDQ (x9) 
ID__________ 
 
Please read each statement and decide how well it describes your child. 
Mark your answer by circling the appropriate number (0-2) for each statement. 
 
DATE: __________ 
  Not at  all true   
Sometimes 
true 
Definitely 
True 
1 CP Blames others for his/her mistakes  0 1 2 
2 CP Intentionally breaks important rules 0 1 2 
3  Seems motivated to do his/her best in structured activities  0 1 2 
4 Acts without thinking of the consequences  0 1 2 
5 CP His/her emotions seem shallow and not genuine  0 1 2 
6 CP Lies easily and skillfully 0 1 2 
7 CU Is good at keeping promises 0 1 2 
8 CP Brags excessively about his/her abilities, accomplishments, or possessions 0 1 2 
9 Gets bored easily 0 1 2 
10 CP Uses or “cons” other people to get what he/she wants 0 1 2 
11 CP Teases or makes fun of other people 0 1 2 
12 CU Feels bad or guilty when he/she does something wrong 0 1 2 
13 Engages in risky or dangerous things 0 1 2 
14 CP Will act nice to others in order to get something he/she wants 0 1 2 
15 Becomes angry when corrected or punished 0 1 2 
16 CP Seems to think that he/she is better or more important than other people 0 1 2 
17 Always puts things off until the “last possible minute” 0 1 2 
18 CU Is concerned about the feelings of others 0 1 2 
19 Does not show feelings or emotions  0 1 2 
20 Keeps the same friends 0 1 2 
21 CU Considerate of other people's feelings 0 1 2 
22 CU Shares readily with other children (treats, toys, pencils etc) 0 1 2 
23 CU Generally obedient, usually does what adults request 0 1 2 
24 CU Helpful if someone is hurt, upset or feeling ill 0 1 2 
25 CP Often fights with other children or bullies them 0 1 2 
26 CU Kind to younger children 0 1 2 
27 CP Often lies or cheats 0 1 2 
28 CU Often volunteers to help others (parents, teachers, other children) 0 1 2 
29 CP Steals from home or elsewhere 0 1 2 
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6.6 Appendix 6: Child Behavior Checklist/1.5-5 (CBCL/1.5-5; Achenbach & Rescorla, 
2000) 
Please fill out this form to reflect your view of the child’s behaviour even if other people 
might not agree. Below is a list of items that describe children. For each item that describes 
the child now or within the past 2 months, please circle 2 if the item is very true or often 
true of the child. Circle 1 if the item is somewhat or sometimes true of the child. If the item 
is not true of the child, circle the 0. Please answer all items as well as you can, even if some 
do not seem to apply to the child.  
 
!
ID__________         CBCL 1.5-5 
 
Please fill out this form to reflect your view of the child’s behavior even if other people might not agree. 
Below is a list of items that describe children. For each item that describes the child now or within the past 2 
months, please circle 2 if the item is very true or often true of the child. Circle 1 if the item is somewhat or 
ometimes true of the child. If the item is not true of the child, circle th  0. Please answer all items as well as 
you can, even if some do not seem to apply to the child.  
 
DATE: __________ 
 
0= Not True (as far as you know) 1=Somewhat or Sometimes True 2=Very True or Often True
 
 
0 1 2 30. Easily jealous 
0 1 2 31. Eats or drinks things that are not 
food- don’t include sweets (describe): 
 
 
0 1 2 32. Fears certain animals, situations, or 
places (describe): 
 
 
0 1 2 33. Feelings are easily hurt 
0 1 2 34. Gets hurt a lot, accident-prone 
0 1 2 35. Gets in many fights 
0 1 2 36. Gets into everything 
0 1 2 37. Gets too upset when separated from 
parents 
0 1 2 38. Has trouble getting to sleep 
0 1 2 39. Headaches (without medical causes) 
0 1 2 40. Hits others 
0 1 2 41. Holds his/her breath 
0 1 2 42. Hurts animals or people without 
meaning to 
0 1 2 43. Looks unhappy without good reason 
0 1 2 44. Angry moods 
0 1 2 45. Nausea, feels sick (without medical 
cause) 
0 1 2 46. Nervous movements or twitching 
(describe): 
 
 
0 1 2 47. Nervous, highstrung, or tense 
0 1 2 48. Nightmares 
0 1 2 49. Overeating 
0 1 2 50. Overtired 
0 1 2 51. Shows panic for no good reason 
0 1 2 52. Painful bowel movements (without 
medical cause) 
0 1 2 53. Physically attacks people 
0 1 2 54. Picks nose, skin, or other parts of the 
body (describe): 
 
Be sure you answered all items. 
Then see other side 
Be sure to answer all items 
0 1 2 1. Aches or pains (without medical 
cause; do not include stomach or 
headaches) 
0 1 2 2. Acts too young for age 
0 1 2 3. Afraid to try new things 
0 1 2 4. Avoids looking others in the eye 
0 1 2 5. Can’t concentrate, can’t pay attention 
for long 
0 1 2 6. Can’t sit still, restless or hyperactive 
0 1 2 7. Can’t stand having things out of place 
0 1 2 8. Can’t stand waiting; wants everything 
now 
0 1 2 9. Chews on things that aren’t edible 
0 1 2 10. Clings to adults or too dependent 
0 1 2 11. Constantly seeks help 
0 1 2 12. Constipated, doesn’t move bowels 
(when not sick) 
0 1 2 13. Cries a lot 
0 1 2 14. Cruel to animals 
0 1 2 15. Defiant 
0 1 2 16. Demands must be met immediately 
0 1 2 17. Destroys his/her own things 
0 1 2 18. Destroys things belonging to his/her 
family or other children 
0 1 2 19. Diarrhea or loose bowels (when not 
sick) 
0 1 2 20. Disobedient 
0 1 2 21. Disturbed by any change in routine 
0 1 2 22. Doesn’t want to sleep alone 
0 1 2 23. Doesn’t answer when people talk to 
him/her 
0 1 2 24. Doesn’t eat well (describe): 
 
 
0 1 2 25. Doesn’t get along with other children 
0 1 2 26. Doesn’t know how to have fun; acts 
like a little adult 
0 1 2 27. Doesn’t seem to feel guilty after 
misbehaving 
0 1 2 28. Doesn’t want to go out of home 
0 1 2 29. Easily frustrated 
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Note: The shaded items make up the Emotionally Reactive subscale used in the present 
study.
!
 
0= Not True (as far as you know) 1=Somewhat or Sometimes True 2=Very True or Often True
 
 
 
 
 
 
 
 
 
 
 
 
 
0 1 2 79. Rapid shifts between sadness and 
excitement 
0 1 2 80. Strange behaviour (describe): 
 
 
0 1 2 81. Stubborn, sullen, or irritable 
0 1 2 82. Sudden changes in mood or feelings 
0 1 2 83. Sulks a lot 
0 1 2 84. Talks or cries out in sleep 
0 1 2 85. Temper tantrums or hot temper 
0 1 2 86. Too concerned with neatness or 
cleanliness 
0 1 2 87. Too fearful or anxious 
0 1 2 88. Uncooperative 
0 1 2 89. Underactive, slow moving, or lacks 
energy 
0 1 2 90. Unhappy, sad or depressed 
0 1 2 91. Unusually loud 
0 1 2 92. Upset by new people or situations 
(describe): 
 
 
0 1 2 93. Vomiting, throwing up (without 
medical cause 
0 1 2 94. Wakes up often at night 
0 1 2 95. Wanders away 
0 1 2 96. Wants a lot of attention 
0 1 2 97. Whining 
0 1 2 98. Withdrawn, doesn’t get involved with 
others 
0 1 2 99. Worries 
0 1 2 100. Please write any problems the child 
has that were not listed above. 
0 1 2   
 
0 1 2   
 
0 1 2   
 
Please be sure you have answered 
all items. 
 
 
 
 
 
 
 
 
 
0 1 2 55. Plays with own sex parts too much 
0 1 2 56. Poorly coordinated or clumsy 
0 1 2 57. Problems with eyes (without medical 
cause) (describe): 
 
 
0 1 2 58. Punishment doesn’t change his/her 
behaviour 
0 1 2 59. Quickly shifts from one activity to 
another 
0 1 2 60. Rashes or other skin problems 
(without medical cause) 
0 1 2 61. Refuses to eat 
0 1 2 62. Refuses to play active games 
0 1 2 63. Repeatedly rocks head or body 
0 1 2 64. Resists going to bed at night 
0 1 2 65. Resists toilet training (describe): 
 
 
0 1 2 66. Screams a lot 
0 1 2 67. Seems unresponsive to affection 
0 1 2 68. Self-conscious or easily embarrassed 
0 1 2 69. Selfish or won’t share 
0 1 2 70. Shows little affection toward people 
0 1 2 71. Shows little interest in things around 
him/her 
0 1 2 72. Shows too little fear of getting hurt 
0 1 2 73. Too shy or timid 
0 1 2 74. Sleeps less than most kids during day 
and/or night (describe): 
 
 
0 1 2 75. Smears or plays with bowel 
movements 
0 1 2 76. Speech problem (describe): 
 
 
0 1 2 77. Stares into space or seems 
preoccupied 
0 1 2 78. Stomachaches or cramps (without 
medical cause) 
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6.7 Appendix 7: Coding instructions for mutually responsive orientation (MRO; Kochanska, 
1997b) 
Note: Coding instructions were obtained from the author, G. Kochanska. Coder notes in italics have 
been added by the coders for the purposes of the present study. 
 
Mutually Responsive Orientation (MRO) 
 
The coder watches the entire context, focusing on the dyad rather than on either individual. Then, for 
that context, the coder assigns one overall rating, on the scale 1-5: 
 
“This dyad has MRO” 
 
Descriptions of the anchor points 
 
1 Very untrue of dyad; very low MRO, poor relationship.  
 
All or some (but very strong) of the following clearly present, observed often and/or of high 
intensity: adversarial, disconnected, unresponsive, hostile, affectively negative.  
 
The following extremely rare: mutually responsive, coordinated, harmonious, in sync, attuned to 
each other, mutually cooperative, affectively positive.  
 
Coder Notes: MRO is very low, all of the time, with maximum only one brief/mild positive instances.  
Example: 
• The relationship is completely disconnected and unresponsive (even if hostility/negative 
affect/adversarial is not present)  
 
2 Quite/rather untrue of dyad; low level of MRO, not a very good relationship.  
 
One or more of the following can be observed: adversarial, disconnected, unresponsive, hostile, 
affectively negative.  
 
The following rarely seen: mutually responsive, coordinated, harmonious, in sync, attuned to each 
other, mutually cooperative, affectively positive. 
 
Coder Notes: MRO is predominantly low i.e. negative instances are more marked than positive 
instances, with allowances for some positive instances.  
Example: 
• Predominantly negative (disconnected, lack of warmth), but with clear period of 
coordination/cooperation  
 
3 Dyad fluctuates between low and high MRO or dyad is average (neither high nor low). 
 
Coder Notes: MRO is either: clearly high and clearly low, with neither more predominant than the 
other, OR MRO is not meeting criteria for either high or low 
 
4 Quite/rather true of dyad, reasonable MRO, reasonable relationship.  
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One or more of the following can be observed: mutually responsive, coordinated, harmonious, in 
sync, attuned to each other, mutually cooperative, affectively positive.  
 
The following rarely seen: adversarial, disconnected, unresponsive, hostile, affectively negative. 
 
Coder Notes: MRO is predominantly high i.e. positive instances are more marked than negative 
instances, with allowances for some negative instances.  
Example: 
• The dyad is consistently interacting with coordinated/harmonious/in sync/mutually 
responsive, however there are only a small number of instances of positive affect and warmth 
 
 
5 Very true of dyad; very high MRO, excellent relationship.  
 
All of the following clearly present, observed often and/or of high intensity: mutually responsive, 
coordinated, harmonious, in sync, attuned to each other, mutually cooperative, affectively positive.  
 
The following extremely rare: adversarial, disconnected, unresponsive, hostile, affectively negative. 
 
Coder Notes: MRO is very high, all of the time, with maximum only one brief/mild negative instance 
 
 
To arrive at the rating, consider the following dimensions and definitions:  
 
Coordinated Routines 
 
Low: Routines are a source of conflict. Seemingly no routines present, or if present, very choppy and 
rough. 
 
High: the dyad displays coordinated activity and settles comfortably into routine activities that 
become scripted over time. Easy and comfortable coordination reflects implicit shared procedural 
expectations.  
 
Harmonious Communication 
 
Low: Dyad participates in very little or no communication. 
 
High: Both verbal and nonverbal aspects of communication flow smoothly. Interaction flows 
smoothly, is harmonious. Communication flows effortlessly and has a connected back- and-forth 
quality. Dialogue and exchanges promote intimacy and connection. 
 
Mutual Cooperation 
 
Low: Dyad is unable to accept roles (e.g., frequent autonomy struggles and/ 
or resistance). Conflicts escalate, get out of hand. 
 
High: Dyad effectively resolves potential sources of conflict; partners are open to each other’s 
influence. Subtle influences are sufficient for cooperation. Mother and child adopt a receptive, 
willing stance toward each 
other’s influence. Mother and child are psychologically in tune with each other. 
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Emotional Ambiance 
 
Low: Dyad engages in clear bouts of negative affect. Negative ambience permeates interaction. 
Positive affect is basically absent. 
 
High: Dyad enjoys an emotionally positive atmosphere, indicating clear pleasure in each other’s 
company. Dyad effectively addresses occurrences of distress and negative affect. Overall emotional 
ambiance is positive and warm. Dyad engages in clear bouts of joy. There are natural displays of 
affection. Expressions of affection are a source of pleasure for both. 
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Participant Information Statement - Parent/Guardian 
 
Karitane Toddler Clinic 
 
Title Parenting, child temperament and behaviour 
Protocol Number 13/015 
Principal Investigator Dr David Hawes, The University of Sydney 
 
 
Part 1: What does participation involve? 
 
1. Introduction 
 
At Karitane we aim to provide the best possible support and treatment for families with young children. As 
part of this aim, we conduct research in order to continually improve the effectiveness of this treatment. 
This is an invitation for you to participate and to permit your child to participate in a study of child and 
parent factors in the development and treatment of behavioural issues in young children. 
 
This Participant Information Statement/Consent Form tells you about the research project. It explains the 
tests and research involved. Knowing what is involved will help you decide if you want to take part in the 
research with your child. Please read this information carefully. Ask questions about anything that you 
don’t understand or want to know more about. Participation in this research is voluntary. If you do not 
wish to take part with your child, you do not have to. You and your child will receive the best possible care 
whether or not you take part. 
 
If you decide you want to take part in the research project with your child, you will be asked to sign the 
consent forms. By signing them you are telling us that you: 
• Understand what you have read 
• Consent to taking part with your child in the research project 
• Consent to you and your child having the tests and research that are described 
• Consent to the use of your personal information, and that of your child, as described. 
 
You will be given a copy of this Participant Information Statement and the Consent Forms to keep. 
 
2. What is the purpose of this research? 
 
The aim of the research is to help us to better understand how young children manage their emotions and 
behaviour, and the role that parents play in this process. Research has shown that parenting and child 
temperament influence early childhood behaviour. This research aims to expand on current knowledge in 
order to improve existing treatments and develop new treatment options.  
 
This research has been initiated by Dr David Hawes at The University of Sydney. The results of this 
research will be used by Ms Ameika Johnson and Ms Thea Longman to obtain a Master of Science 
degree at The University of Sydney. 
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3. What does participation in this research involve? 
 
As a client of the Karitane Toddler Clinic, you will be asked by a member of the clinical staff to do the 
following, as part of the routine clinical assessment: 
 
1. Participate in an interview, in which you will be asked some questions about your child, yourself 
and your family. This will take approximately 1 hour; 
2. Complete some questionnaires about your child, yourself and your family. This will take 
approximately 1 hour; 
3. The clinical staff will then observe your child’s behaviour with you while playing various games, 
which will also be videotaped. These activities will take approximately 20 minutes. 
 
If you decide to participate in the research with your child, you will be asked to complete some additional 
questionnaires about your child and yourself. You will only be asked to complete these questionnaires 
once. Participation in the research will take approximately 1 hour of extra time, in addition to your clinical 
assessment at the Toddler Clinic.  
 
By consenting to participate with your child, you will also be giving consent for the researchers to use the 
information obtained from your clinical assessment, including the interview, questionnaires and video 
recordings. No part of the research will be conducted until the Consent Forms are signed. 
 
There are no additional costs associated with participating in this research project, nor will you or your 
child be paid.  
 
This research project has been designed to make sure the researchers interpret the results in a fair and 
appropriate way and avoids researchers or participants jumping to conclusions.   
 
4. Other relevant information about the research project 
 
This research project is being conducted at the Karitane Toddler Clinic. The project is coordinated by Dr 
David Hawes, Ms Ameika Johnson and Ms Thea Longman from The University of Sydney, and Dr Jane 
Kohlhoff, Karitane Research Coordinator. 
 
5. Does my child have to take part in this research project? 
 
Participation in any research project is voluntary. If you do not wish to participate with your child you do 
not have to. If you decide to take part and later change your mind, you are free to withdraw yourself and 
your child from the project at any stage. 
 
If you do decide to take part with your child, you will be given this Participant Information Statement and 
Consent Form to sign and you will be given a copy to keep. Your decision whether or not to participate 
with your child, or to take part and then withdraw, will not affect you or your child’s routine treatment, 
relationship with those treating you, or your relationship with the Karitane Toddler Clinic, South Western 
Sydney Local Health District, The University of Sydney or any other institution cooperating in this study, 
or any person treating you. 
 
6. What are the possible benefits of taking part? 
 
We do not anticipate that you or your child will receive any direct benefits from this research, however it is 
expected that the results of the research will improve the effectiveness of treatments in the future. 
 
7. What are the possible risks and disadvantages of taking part? 
 
There are no anticipated risks or disadvantages associated with participation in this research. 
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8. What if I withdraw from this research project? 
 
If at any time you decide to withdraw yourself and your child from this research project, please notify a 
member of the research team. If you do withdraw consent during the research project, the researchers 
will not collect additional personal information from you, although personal information already collected 
will be retained to ensure that the results of the research project can be measured properly and to comply 
with law. You should be aware that data collected by the researchers up to the time of withdrawal will 
form part of the research project results. If you do not want them to do this, you must tell them before you 
join the research project. 
 
Part 2: How is the research project being conducted? 
 
1. What will happen to information collected about me and my child? 
 
By signing the consent form you consent to the researchers collecting and using personal information 
about you and your child for the research project. Any information obtained in connection with this 
research project that can identify you or your child will remain confidential in line with Karitane’s standard 
policies. During the course of the study, questionnaires will be stored securely at The University of 
Sydney and Karitane in locked cabinets. Digital video recordings will be stored on password-protected 
computers and external storage devices at Karitane, which will be housed in locked rooms. All data will 
be accessible only to authorised personnel. 
 
Your information will only be used for the purpose of this research project and it will only be disclosed with 
your permission, except as required by law. Any information gathered, including video recordings, will be 
kept until your child is 25 years old, at which time it will be destroyed. 
 
It is anticipated that the results of this research project will be published in Master of Science 
dissertations, scientific journals and presented at research forums. In any publication and/or presentation, 
information will be presented in such a way that the participant cannot be identified. Information will be 
pooled together and analysed anonymously, allowing the researchers to examine general trends rather 
than individual cases. 
 
In accordance with relevant Australian and/or New South Wales privacy and other relevant laws, you 
have the right to request access to the information collected and stored by the research team about you 
or your child. You also have the right to request that any information with which you disagree be 
corrected. Please contact the research team member named at the end of this document if you would like 
to access this information. 
 
2. Who is organising and funding the research? 
 
This research project is being conducted by Dr David Hawes and is being funded by The University of 
Sydney. No member of the research team will receive a personal financial benefit from your involvement 
in this research project (other than their ordinary wages). 
 
3. Who has reviewed the research project? 
 
All research in Australia involving humans is reviewed by an independent group of people called a Human 
Research Ethics Committee (HREC).  The ethical aspects of this research project have been approved by 
the HREC of the South Western Sydney Local Health District.  
This project will be carried out according to the National Statement on Ethical Conduct in Human 
Research (2007). This statement has been developed to protect the interests of people who agree to 
participate in human research studies. 
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4. Further information and who to contact 
 
 
5. Complaints contact person 
 
The conduct of this study at the Karitane Toddler Clinic has been authorised by the South Western 
Sydney Local Health District, any person with concerns or complaints about the conduct of this study may 
also contact the Research Governance Officer on (02) 8738 8304, email: 
research.support@sswahs.nsw.gov.au and quote project number 13/015. 
 
 
Thank you for taking the time to consider this study.  
If you wish to take part in it, please sign the attached consent form. 
This information sheet is for you to keep. 
Name Dr Jane Kohlhoff 
Position Karitane Research Coordinator, Clinical Psychologist 
Telephone 02 9794 2300 
Email Jane.Kohlhoff@sswahs.nsw.gov.au 
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CONSENT FORM  
 
Karitane Toddler Clinic 
 
Parenting, child temperament and behaviour 
 
1. I,.................................................................................................................  
 
of................................................................................................................  agree to 
participate in the study described in the Participant Information Statement attached to 
this form. 
I also agree to permit...................................................................., who is aged 
.......................years, to participate in the study described in the Participant 
Information Statement. 
 
2. I acknowledge that I have read the Participant Information Statement, which explains 
why I have been selected, the aims of the study and the nature and the possible risks 
of the investigation, and the statement has been explained to me to my satisfaction.  
 
3. Before signing this consent form, I have been given the opportunity of asking any 
questions relating to any possible physical and mental harm I might suffer as a result 
of my participation and I have received satisfactory answers.  
 
4. I understand that I can withdraw myself and my child from the study at any time 
without prejudice to my relationship to the Karitane Toddler Clinic, South Western 
Sydney Local Health District or The University of Sydney. 
  
5. I agree that research data gathered from the results of the study may be published, 
provided that I cannot be identified.  
 
6. I understand that if I have any questions relating to my participation in this research, I 
may contact Dr Jane Kohlhoff, Karitane Research Coordinator on telephone 9794 
2300, or Principal Investigator Dr David Hawes on telephone 9351 4068, who will be 
happy to answer them.  
 
7. I acknowledge receipt of a copy of this Consent Form and the Participant Information 
Statement.  
 
 
Signature of participant      Please PRINT name         Date 
 
 
_________________________ _______________________ _______________  
 
 
Signature of witness             Please PRINT name         Date 
 
 
_________________________ _______________________ _______________  
 
 
Signature of investigator  Please PRINT name         Date  
 
 
_________________________ _______________________ _______________  
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VIDEO CONSENT FORM  
 
Karitane Toddler Clinic 
 
Parenting, child temperament and behaviour 
 
1. I,................................................................................of................................................................. 
 
.......................................................................................................................... 
agree to be video-taped as part of the study described in the Participant Information 
Statement. I also agree to permit...................................................................., who is aged 
.......................years, to be video-taped as part of the study described in the Participant 
Information Statement. 
 
2. I acknowledge that I have read the Participant Information Statement, which explains why I 
have been selected, the aims of the study and the nature and the possible risks of the 
investigation, and the statement has been explained to me to my satisfaction.  
 
3. Before signing this consent form, I have been given the opportunity of asking any questions 
relating to any possible physical and mental harm I might suffer as a result of my participation 
and I have received satisfactory answers.  
 
4. I understand that I can withdraw from the study at any time without prejudice to my 
relationship to Karitane, South Western Sydney Local Health District or The University of 
Sydney. 
  
5. I agree that my child and I can be video-taped, provided that the video-taped material is not 
used for any purpose other than the research and my treatment, and that it is not viewed by 
anyone other than members of the research team and the clinical team at Karitane Toddler 
Clinic. 
 
6. I agree that research data gathered from the results of the study may be published, provided 
that I cannot be identified.  
 
7. I understand that if I have any questions relating to my participation in this research, I may 
contact Dr Jane Kohlhoff, Karitane Research Coordinator on telephone 9794 2300, or 
principal investigator Dr David Hawes on telephone 9351 4068, who will be happy to answer 
them.  
 
8. I acknowledge receipt of a copy of this Consent Form and the Participant Information 
Statement.  
 
Signature of participant      Please PRINT name         Date 
 
 
_________________________ _______________________ _______________  
 
 
Signature of witness             Please PRINT name         Date 
 
 
_________________________ _______________________ _______________  
 
 
Signature of investigator  Please PRINT name         Date  
 
 
_________________________ _______________________ _______________  
 
$(*##
 
